NEXT ANNUAL SESSION NOV 13 1944 
California Medical Association, Los Angeles (Hotel Biltmore), a 6-7, 1 
Ry ue eS — rr, ass is akrgh SF Wis sarat 8 FiRaaraT XE AiSaaraT SE NiRSerT AE Viaar NACE ear 


CALIFORNIA 
WESTERN MEDICINE 


Official Journal of the California Medical Association 
FOUR FIFTY SUTTER, ROOM 2004, SAN FRANCISCO 


dv dere 7” 


Aion: ae 


& Ay 


OO OOD 


VOLUME 61 


50 CENTS A COPY 
NUMBER 4 


$5.00 A YEAR 


OCTOBER - 


Wedral Lieeehy 
CONTENTS AND SUBJECT INDEX 


1944 


a Be 


1 AE de NE x We ts 


ee 


EDITORIALS: 


Proposal to Lower Medical Licensure 
Laws in California! 179 


Head and Blast Injuries. Edmund ms 
Morrissey, San Francisco 


The Hospital: In Emergency Medi- 


cal 
On Various Topics: U. S. Senate Service. Anthony J. J. nme 


Hearing and C.P.S.; Nagging Offi- 
ciousness; Industrial Accident Work 
Fee Schedule Increased By 15 Per 
Cent Surcharge; Four Symposia on 
Wartime Medical Topics; P. and A. 
Clearance as a Requirement For 
Membership in County Medical So- 
cieties; Announcements of Major 
Political Parties Concerning Public 
Health and Medical Service Policies; 
Bubonic Plague in California; Anti- 
Vivisection Activities in Washing- 
ton, D. C. and Chicago 1 


San Francisco 


Be A 
poh x 


California Physicians’ Service. T. Hen- 
shaw Kelly, San Francisco 


— 


STATE ASSOCIATION ACTIVITIES: 


California Medical Association Department........209 


Committee on Participation of the Medical any 

fession in the War Effort......... = 
Committee on Public Policy and Legislation_...211 
Committee on Industrial Practice................215 


Committee on Postgraduate Activities.............215 


EDITORIAL COMMENT: 


Penicillinase. W. H. Manwaring, Stan- 
ford University 184 


Ce aN 
oF 


ER SCRE 


4. 


Committee on Hospitals and Dispensaries........ 216 
Committee on Health and Public Instruction_..218 
County Societies: Membership; In Memoriam..220 


enero 
Oe ee 4 


A eds 


ceaw aca papain 


SCIENTIFIC AND GENERAL: 


Symposium on Emergency Medical Service MISCELLANY: 


E 
iS 
i| im 
IK: 
ie 
| 

i 

| 

ap 
. 
3) 
& 
be 
; 
P 


Raseeeeeecseeeersesesseessses| 
SSS 
ae 3 en 


[- 


See 
een 


_ 


Owned and Published Monthly by ——. es io 
“Entered as second-class 


A Permanent Emergency Medical 
Service ‘for Disaster Relief. Lt. 
Comdr. Henry Gibbons, III aaneie™ 
U.S.N.R., San Francisco 


Burns. Harry M. Blackfield, San Frm 


Crush Syndrome. C. A. Walker, San 
Francisco 


Chemical Warfare Agents: Casualties 


Therefrom. David A. Rytand, _, 


Francisco 


Wounds: Their Care Under Civilian 


Defense. John Homer OO 


Woodland 


Caoeve KH Ory 


matter at the post offi t San 


Doctors of Medicine as Others See Them... 
Sn COI an 
EAE sirccdncioi Micteeateeks 

Medical Restate 2 

Twenty-Five Years Ago... 


Board of Medical Seestene of the State of 
California -............ as 


California Medical Directories. pe pages 2, 4 


Books Received and Book Reviews.....Adv. page 7 


ADVERTISEMENTS: 


Ce 


Copyright, 1944, by the California Medical Association. 
Acceptance for mailing at 


der the Act of March 3, 1879.” 


Francisco, 
special rate of postage provided for i > Boction 1103, Act $ of October 3, 1917, authorized August 10, 1918. 


PEAY 
move h 7 


TO SOS 


ye Sh 


at NE 





"MY DOCTOR’S MADE 


A NEW MAN 


OUTTA BOTH OF US!” 


*t mL that endless figuring and re-fig- 

uring of milk, carbohydrates, water 
for feeding formulas was getting my doc- 
tor down. ’Specially with all he has to do 
these days. 

“No wonder he looked into S-M-A. An’ 
no wonder he made all his babies S-M-A 
babies—right off! It sure fixed him up 
with extra time for his extra work—and 
even a bit for some sleep. Why, it takes 
only two minutes to explain to a mother 
or nurse how to mix and feed S-M-A*. 


**Better yet, my doctor knows thatin S-M-A 
he’s prescribing an infant food that closely 
resembles breast milk in digestibility and 
nutritional completeness! 

“Happy am I—and so is Mummy! 
*Cause S-M-A made a new man outta me. 
I’m gaining by leaps and bounds. And 
Doctor? His new disposition matches mine. 
Believe you me, EVERYBODY’S happy 
if it’s an S-M-A baby!” A nutritional 
product of the S. M. A. Corporation, Divi- 
sion WYETH Incorporated. 


*One S-M-A measuring cup powder to one ounce water. 


S-M-A is derived from tuberculin-tested cows’ milk, the fat of which is replaced 
by animal and vegetable fats, including biologically tested cod liver oil, with 
milk sugar and potassium chloride added, altogether forming an antirachitic 
food. When diluted according to directions, S-M-A is essentially similar to 
human milk in percentages of protein, fat, carbohydrate, ash, in chemical 


constants of fat and physical properties. 


BABY!” 


-. IF It’S AN 
REG. Us S. PAT. OF Fe 
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PROPOSAL TO LOWER MEDICAL 
LICENSURE LAWS IN CALIFORNIA! 


An Amazing Action by the Postwar Plan- 
ning Committee.—In the organization section 
of the Journal of the American Medical Asso- 
ciation for September 23, 1944, on page 243, 
appear the minutes of a meeting of the Committee 
on Postwar Medical Service held on September 9, 
in New York City. A major subitem was cap- 
tioned, “Provision for Licensure of Returning 
Officers,” and informs readers concerning a pro- 
posal submitted by representatives of: (1) Na- 
tional Procurement and Assignment Service; (2) 
Council of State Agencies; and (3) Department 
of Justice. 

In essence, the proposition presented would 
authorize any State Board of Medical Examiners 
in the United States to give a temporary license 
(without examination) to an honorably dis- 
charged medical officer, who had been duly 
licensed in some other State ; the proposed amend- 
ment to practically become effective at once, and 
“to remain in effect until the Governor of a State, 
on the recommendatiofi of its respective board of 
licensure, proclaims that this amendment is no 
longer necessary”! 

Another remarkable provision, one that would 
grant licensure to physicians in civilian practice, 
without examination, (!!) receives separate com- 
ment below. 

The J.A.M.A. gives no information concerning 
the reasons ‘which led the three government offi- 
cials to advocate the above recommendations. It 
may be assumed that their motives were the best. 

What is surprising, however, is the fact that 
the group of nationally prominent Doctors of 
Medicine, who were recorded as being present— 
among whom are included the names of present 
and former officials of the American Medical As- 
sociation—unanimously should have given ap- 
proval to the proposed and what would be little 
less than drastic changes in medical licensure for 
many States of the Union. It is unfortunate that 
no explanatory comment was offered on why sanc- 
tion was given by our colleagues, as outlined in 
the following resolution, which they unanimously 
approved: 

“After discussion, the following resolutions 
were passed unanimously by the Committee on 
Postwar Medical Service: 

“1. That the Committee on Postwar Planning 
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announces its approval of the proposed legis- 
lation ; 

“2. That the Committee recommends that the 
Council of State Governments be requested to 
give active support to the proposed legislation in 
the various States; 

“3. That the Committee recommends to State 
Medical Associations that they support such 
legislation and that such Associations obtain the 
assistance of the Procurement and Assignment 
Service of the War Manpower Commission 
through its State representatives ; and 

“4. That the Committee recommends to State 
Medical Associations that they appoint liaison 
officers to correlate the efforts of those supporting 
this legislation.” 

oe er 


Interesting Replies to a California Letter on 
the Proposed Licensure Changes.—Upon re- 
ceipt of the J.A.M.A. of September 23, a letter 
was promptly mailed from the office of the Cali- 
fornia Medical Association to Councilors and 
other California physicians who had special rea- 
sons for being interested in licensure standards, 
requesting an expression of opinion on the pro- 
posed changes in licensure procedures insofar as 
the best interests of California are concerned. 
The replies received up to this writing have been 
unanimous as being opposed to amendments of 
the California Medical Practice Act such as are 
proposed in the recommendations of the Commit- 
tee on Postwar Medical Service. 

The letters received call attention to facts such 
as: 
(1) The injustice that would be done the 2,151 
members of the California Medical Association 
who have been inducted as Officers of the Medical 
Corps of the Army and Navy, and the majority 
of whom are hoping to return, in proper time, to 
California, and again to build up practices for 
supporting themselves and their families ; 

(2) The lowering of standards for licensure, 
for the maintenance of which the California pro- 
fession has gone through many hard battles over 
many years. As is well known, medical licensure 
standards vary greatly in the different States of 
the Union. Since all present Doctors of Medicine 
in California were obliged to conform to existing 
licensure laws, it does not seem to be, nor is it 
fair, now to permit an unknown number of phy- 
sicians licensed in other States to come in, and 
without examination, have the right to practice, 
since many of such might have been licensed by 
commonwealths that have less stringent require- 
ments than those of California. 


(3) If such amendments were made to the 
California Medical Practice Act, it is more than 
possible that many physicians in military service 
(there are some 50,000 M.D.s in the Medical 
Corps of the Army and Navy), naturally would 
avail themselves of the privilege, for where is the 
physician, in either military or civilian practice, 
who would not wish to have a license to practice 
in California, if the legal permission could be 
obtained without examination? 
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On the other hand, however, it is doubtful 
whether a large number of names of military col- 
leagues could be secured to a petition, prepared 
for presentation to the California Legislature, 
which would ask specifically for the amendments 
approved by the Committee on Postwar Medical 
Service. The sense of fair play due military col- 
leagues hailing from California would make most 
Doctors of Medicine in military service, who are 
licentiates of other States, refrain from signing 
such a petition. 


(4) Indication of the desire of many physi- 
cians to locate in California, even under present 
licensure laws, is found in the press item of 
August 28 (some three weeks prior to the 
J.A.M.A. announcement of September 23), which 
reads as follows: 


“Sacramento, Aug. 28, (U.P.)— 


“Far more doctors from other states than ever 
before are applying for ‘reciprocity’ California 
medical licenses, the State Board of Medical 
Examiners said today. 


“The Board said the increase probably is due 
to the fact that many doctors in the military serv- 
ice wish to remain in California after the war; 
also many doctors in the East and Middlewest 
are aware that over 4,000 California doctors have 
entered the armed service in California. These 
new licentiates could thus be established before 
the war ends.’ ” 

* OK Ox 


Invitation for Presentation of Opposing 
Views.*—If what has been above stated does 
not reflect the views of any considerable number 
of members of the California Medical Associa- 
tion, it is to be hoped any or all such will feel 
free to write the C.M.A. Council and give their 
reasons for nonapproval. 


At present, for the constituted authorities of 
the California Medical Association, it may be 
stated that, in the light of their present knowledge 
of California licensure, and of their obligation, 
both to maintain standards of medical practice in 
California, and also protect the interest of more 
than 2,000 California physicians in military serv- 
ice, the constituted authorities of the C.M.A. do 
not look with favor upon the proposals submitted 
by the national Committee on Postwar Medical 
Service. 


If there be some who would advance the argu- 
ment that such additional physicians might be of 
service in rural or sparsely settled areas where 
physicians could be advantageously placed, it may 
be in order to state that recent licentiates from 
other States almost always seem to prefer the 
metropolitan, or other California cities, where an 
inadequate supply of physicians does not exist. 
Let it be remembered, also, in California there is 
no law that makes it mandatory for a physician to 
practice in that community or .area where his 
services might be most needed. Whatever in- 
fluence, today, is wielded in such direction, rests 


* For excerpts from reply letters, turn to page 211. 
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largely on moral suasion, and not on legal 
authority. 


* * X 


Amendment likewise recommends that Ci- 
vilian Physicians who have Rendered Medical 
service “in Industry or in a Civilian Com- 
munity” may be eligible for Licensure without 
@xamination! This Makes Possible a Break- 
down of all State Medical Practice Acts!! 
Why are such Licensure Amendments pro- 
oosed?—What has been written above was in- 
‘ended to apply only to Doctors of Medicine in 
military service. 

Even more astounding is the recommendation 
if the three governmental agencies that “Jf an 
applicant presents evidence satisfactory to the 
voard [a State Board of Medical Examiners] 
‘hat he . . . has rendered medical service during 
the period 1940 to 1945 in industry [!]| or in a 
‘ivilian community [!!] ... the board [a State 
Board of Examiners| in its discretion may issue 
him a temporary license” .. . etc. 

If the inclusion of provisions to make physi- 
cians in civilian practice (industry or non-indus- 
try) eligible for a license to practice, without ex- 
amination, does not mean that the system of medi- 
cal licensure, as brought into being in the differ- 
ent States of the Union after almost a century of 
struggle, will be broken down and practically nul- 
lified, then what does such phraseology mean? 

The more the scope and implications of the 
proposed amendments are studied, the more in- 
comprehensible do they become ! 

And equally nonunderstandable is it,—How it 
came to pass that unanimous sanction was given 
such proposed amendments by the group of 
prominent medical colleagues, whose past serv- 
ices on behalf of medical practice and the public 
health were so notable as to have brought to them 
some of the highest honors of the profession? 

In short, the more the item on page 243 of the 
Journal of the American Medical Association for 
September 23 is read, the more difficult it becomes 
to tabulate sound reasons on why the actions 
there noted, were taken. 


* *#* X* 


Objective Judgment Needed In So Serious a 
Recommendation.—In conclusion, it can be 
said that, to a considerable number of California 
physicians it seems, while the proposed licensure 
amendment may represent a fine spirit of emo- 
tional desire to show appreciation to colleagues 
who have given up civilian practice to serve our 
Country at the front, the proposals do not rest 
upon conclusions that have been reached after 
careful, mature and objective study of existing 
laws, the reasons that brought them into being, 
and the effects lower standards of licensure would 
have on present and future standards of medical 
practice. 

It is granted that California today, as a place 
of residence, may have special and more lure, for 
many, including even Doctors of Medicine who 
are licensed to practice elsewhere, than any other 
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State in the Union. Also, after the Duration, it 
is possible that some States may have fewer phy- 
sicians than at the beginning of World War II. 
Such States may welcome the proposed amend- 
ments. 

Nonetheless, the press item of a month ago and 
quoted above proves that such will not be the ex- 
perience of California. Properly qualified Doctors 
of Medicine who pass the existing California 
licensure laws have been and are welcomed by 
physicians now practicing in this State. Because 
the California Medical Association has fought for 
proper licensure laws and high standards of prac- 
tice over many years, its members will wish good 
reasons submitted before going on record in sup- 
port of lesser standards. Wherefore, for the time 
being, the constituted authorities of the California 
Medical Association do not give approval to the 
request that California take steps to bring about 
the enactment of the proposed amendments. 


ON VARIOUS TOPICS 


U. S. Senate Hearing and C.P.S.; 
Nagging Officiousness; 
Industrial Accident Work Fee; 
Schedule Increased By 15 Per Cent Surcharge; 
Four Symposia on Wartime Medical Topics; 

P. and A. Clearance as a Requirement For. Member- 
ship in County Medical Societies; 
Announcements of Major Political Parties Concerning 
Public Health and Medical Service Policies; 
Bubonic Plague in California; 
Anti-Vivisection Activities in Washington, D. C. 
and Chicago 


U. S. Senate Hearing and C.P.S.—On Sep- 
tember 18-20, in Washington, D. C., the U. S. 
Senate Committee on Wartime Health and Edu- 
cation held hearings on activities related to the 
public health. Senator Claude Pepper of Florida, 
chairman of the Senate Committee, invited Dr. T. 
Henshaw Kelly, Secretary of the Trustees of 
California Physicians’ Service, to appear before 
the Senate Committee and give informative and 
other. data concerning California Physicians’ 
Service, the Statewide medical service plan 
brought into being by the California Medical 
Association. Because of the importance and im- 
plications of the issues under discussion, the 
attention of members of the California Medical 
Association is called to Dr. Kelly’s report on some 
phases of the hearings that are related to medical 
service plans. His report appears in this issue 
on page 207. The J.A.M.A. for September 23, 
on page 244, in its Washington letter of Septem- 
ber 18, also presents comments on the hearings. 

Doctor Kelly’s report on C.P.S. has special 
value because it indicates some of the current 
trends in thought, as expressed by some Congres- 
sional representatives of the law-making branch 
of the Government. Since the subjects under con- 
sideration are of great importance to the medical 
profession of the United States, the report by Dr. 
Kelly has been given place in the Original Article 
department of the current issue, in order that 
other medical society and service groups through- 





182 CALIFORNIA AND WESTERN MEDICINE 


out the United States may have oportunity to 
scan the same. 
a 


Nagging Officiousness.—In the Letters De- 
partment of the current number is printed a copy 
of a letter dated September 25th, sent by Dr. 
Harold. A. Fletcher, California State Chairman 
for Physicians’ Procurement and Assignment 
Service to Dr. Paul C. Barton, Executive Officer 
of the central Procurement and Assignment 
Service in Washington, D. C. In his letter, Dr. 
Fletcher directs attention to procedures which 
would make it necessary for physicians to regis- 
ter, and write additional paper reports. 

In these busy days, many physicians are ren- 
dering professional courtesies to colleagues, when 
the doctors called upon, because of more imme- 
diate responsibilities, are themselves unable to 
respond. For the letter referred to, see page 226. 

Dr. Fletcher is to be commended not only for 
his forthright statements, but for the service he 
has rendered in calling the attention of the Wash- 
ington authorities to the annoying officiousness of 
representatives of the Social Security Board. 
Physicians should take the time to read the letter. 
Naturally the thought arises,—Are the conditions 
criticized by Dr. Fletcher a foretaste or sample 
of what medical men may experience, if com- 
pulsory governmental medicine is put in opera- 
tion? 

x * x 


Industrial Accident Work Fee Schedule In- 
creased by 15 Per Cent Surcharge.—Minutes of 
the 320th meeting of the C.M.A. Council (Catt- 
FORNIA AND WESTERN MEDICINE, for September, 
page 153, Item 10) gave information concerning 
conferences with the California Industrial Acci- 
dent Commission and other groups. Also, that the 
California Industrial Accident Commission had 
officially authorized a 15 per cent surcharge on 
fees for professional services rendered to patients 
coming under the jurisdiction of the industrial 
accident laws of California. The component 
county societies of the California Medical Asso- 
ciation have been so notified. However, one or 
two commercial carriers seem reluctant to abide 
by the ruling of the State Industrial Accident 
Commission. Such instances should be reported 
to the central office of the California Medical 
Association. 


The following is one of several resolutions 
adopted by county medical societies: 


RESOLUTION oF SAN Joaguin County MeEpicat Society 


Wuereas, The industrial accident rates for medical 
services have not been increased for the last 24 years; and 

Wuereas, The costs of rendering these services have 
materially increased during this long period of time; 
therefore be it 

Resolved, That the San Joaquin County Medical So- 
ciety does hereby endorse the 15 per cent surcharge 
authorized by the Industrial Accident Commission of the 
State of California, as a partial compensation for these 
increased costs; and further 


Resolved, That all members of this Society include 
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this 15 per cent surcharge on all statements for medica! 
services rendered to industrial accident patients as of 
August 1, 1944, as authorized by the California In- 
dustrial Accident Commission. (See letters on p. 215.) 


ee 


Four Symposia on Wartime Medical Topics. 
—The current issue carries the first of four sym- 
posia on wartime medical topics. Reference was 
made to these, in reports submitted by the Edi- 
torial Board to the C.M.A. Council (references: 
CALIFORNIA AND WESTERN MEDICINE, for June, 
page 325, Item 13; and CALIFORNIA AND WEsT- 
ERN MEDICINE, for September, page 153, Item 9). 
The symposia were gathered under the super- 
vision .of special committees: (1) Civilian De- 
fense, Dr. Henry Gibbons, III, San Francisco; 
(2) Communicable Diseases, Dr. Edward B. 
Shaw, San Francisco; (3) Nutritional Topics, 
Dr. Dwight L. Wilbur, San Francisco; (4) In- 
dustrial Problems, Dr. Rutherford T. Johnstone, 
Los Angeles. 

The symposia will probably appear in the order 
indicated. Because of the lesser size of the 
OFFICIAL JOURNAL, due to governmental direc- 
tives designed to alleviate paper shortage, the 
symposia, during the next four months, will use 
all available space in the department allocated to 
original articles. Thereafter, papers presented at 
this year’s annual session, and before county 
societies, will again receive consideration for 
publication. 

Thanks are extended by the Editorial Board 
to all who participated in the collection and 
preparation of the articles that. will appear in the 
symposia. 

* * * 


P. and A. Clearance, as a Requirement for 
Membership in County Medical Societies.— 
Component County Medical Societies that have 
taken no action to date, may wish to give con- 
sideration to prospective by-laws laying down,— 
for this wartime period, at least,—a new require- 
ment to apply to applicants for county society 
membership. The principles and issues involved 
are worthy of careful thought. 

A paragraph from a letter sent out by Dr. 
Harold A. Fletcher, Physicians’ Procurement and 
Assignment Service chairman for California, 
gives the following information: 

“Over a year ago, in discussing this problem with my 
San Mateo County Chairman of Procurement and 
Assignment Service and the San Mateo County Medical 
Society, the San Mateo County Medical Society passed 
a resolution which would debar new applicants from 
membership in the San Mateo County Medical Society 
who located in San Mateo County, in areas or locations 
where their services were not considered by Procure- 
ment and Assignment Service as definitely essential. 

“This resolution, which was adopted, has had a very 
helpful effect in getting new physicians wishing to locate 
in San Mateo County to take definite locations where 
they were needed, or in causing them. to locate in some 
other county where their services were very much needed. 

“Tt has also had the general all-over effect of assuring 
physicians from San Mateo County who aré on active 
duty with the military forces, that their practices would 
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be, to a certain degree at least, protected and preserved 
against their return.” 


A resolution of the Santa Clara County Medi- 
cal Society follows: 


Wuereas, There are at present communities in which 
there is great need for civilian medical personnel ; and 


Wuereas, The procurement and assignment service is 
unable to assign physicians to these needy localities; and 


Wuereas, There may occur situations in which areas 
vacated by physicians in the armed forces are exploited 
for personal advantage by physicians arriving from locali- 
ties outside of Santa Clara County; therefore be it 


Resolved, That applications for membership in the 
Santa Clara County Medical Society shall, for the dura- 
tion of the present emergency, be approved only when the 
applicants have been certified by the Santa Clara Pro- 
curement and Assignment Committee as “locally essen- 
tial” in the community in which they practice, or propose 
to practice.” 

* *« * 


Announcements of Major Political Parties 


Concerning Public Health and Medical Serv-— 


ice Policies—During recent years, the system 
of medical practice that has long been in vogue, 
and through which American Medicine has been 
able to give to citizens of the United States,—in 
spite of the magnitude of the diversified topo- 
graphic, climatic, economic and social environ- 
ments the lowest morbidity and mortality records 
of any of the civilized lands and peoples,—has 
been marked for succeeding attacks by theoretical 
and other groups, who have worked out blue 
prints for a changed relationship they hope to 
bring into being for the medical profession. 


Or, to put it otherwise, in recent years, Amer- 
ican Medicine has been subjected to repeated 
assaults from political angles. This is a new ex- 
perience to many physicians. Proponents of the 
new plans have carried their propaganda into the 
Congressional halls, and are vigorously advocat- 
ing enactment of laws which, if applied, would 
make, not for better but for poorer medical prac- 
tice and care of citizens. Since this is the case, 
then, whether American Medicine likes it or not, 
its disciples must begin to take an active interest 
in political alignments that have relation to medi- 
cal practice. 


In that spirit, and in full nonpartisanship, ex- 
cerpts from the platforms and announcements of 
the Democratic and Republican parties were given 
in CALIFORNIA AND WESTERN MEDICINE in the 
issues of August (page 113) and September 
(page 159). In the current issue (on page 225) 
appears an interesting statement made by Gov- 
ernor Thomas E. Dewey, taken from his speech 
given in the Los Angeles Coliseum on September 
22nd. It is heartening to read the following 
statement: 


“We must help to develop a means for assurance of 
medical service to those of our citizens who need it, and 
who cannot otherwise obtain it. 


“This is a task that must be carried out in codpera- 
tion with our medical men. There can be no group better 
able to advise on medical care than the medical pro- 
fession.” : 


EDITORIAL 
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Bubonic Plague in California.——Many 
younger members of the California Medical As- 
sociation have only a vague understanding of the 
seriousness of the California bubonic plague out- 
break which started in 1900 in San Francisco. In 
the Twenty-Five Years Ago and Letters depart- 
ments of CALIFORNIA AND WESTERN MEDICINE, 
references have been made thereto in the past.* 


More recently, in a lay publication (American 
Mercury, for September, on page 312) appeared 
an illuminating article from which liberal excerpts 
have been made, these appearing in the current 
number of CALIFORNIA AND WESTERN MeEDI- 
CINE, on page 218. (For other references, see 
footnote.* ) 


As there stated, sylvatic plague (plague of 
rodent animals) is now a widespread disease. The 
outbreaks of bubonic and pneumonic plague which 
have occurred in past years in the cities of San 
Francisco, Oakland and Los Angeles should be a 
warning to physicians throughout the Western 
States to be on guard. The U. S. Public Health 
Service and the State Boards of Public Health 
have spent thousands of dollars in work designed 
to keep the disease under control. In the fight 
against the Bacillus pestis, one cannot be too 
vigilant. 

a 


Anti-Vivisection Activities in Washington, 
D. C., and Chicago.—CaLiFrorNIA AND WESTERN 
MEDICINE, in the September number, gave space 
to a brief article by Publicist Chester Rowell of 
California, on the anti-vivisection campaigns re- 
cently carried on in the Nation’s capital, and in 
Chicago. In the C.M.A. files were some copies of 
the articlés by Dr. A. C. Ivy of Northwestern Uni- 
versity, printed some years ago in CALIFORNIA 
AND WESTERN MepicINne. Copies of Dr. Ivy’s ex- 
cellent portrayals of what scientific animal experi- 
mentation has done in protection of the health 
and lives of human beings, and also of lower ani- 
mals, were sent to Senator William Langer and 
Representative Burdick of North Dakota. Refer- 
ence is made to the short article by Mr. Rowell 
because it is worthy of perusal. (See September 
issue, on page 163.) 


What profit a man to know Plato and Aristotle when 
confronted with the cold, flat fact of making a living? 
An empty negative, if you must judge by the standards 
of the market-place; but there are other values; and if 
these distracted times prove anything, they prove that 
the greatest illusion is reliance upon the security and 
permanence of material possessions. We must search for 
some other coin. And we will discover that the treasure- 
house of education has stood intact and unshaken in the 
storm. The man of cultivated life has founded his house 
upon a rock. You can never take away the magnificent 
mansion of his mind—John Cudahy. 


“It is not to be imagined that he should know the 
remedies of diseases who knows not their original 
causes.”—Aurelius Cornelius Celsus. 


* For article on Bubonic Plague outbreak in year 1900 
see CALIFORNIA AND WESTERN MEDICINE, for February, 
be on page 121. Footnote thereto gives additional 
references. 
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EDITORIAL COMMENT# 


PENICILLINASE 


After grinding the bacteria in a ball mill, 
Abraham and Chain? extracted an intracellular 
enzyme-like substance from E£. coli. This extract 
was capable of completely inhibiting the in vitro 
bactericidal properties of penicillin. Harper? ex- 
tracted an even more effective “penicillinase”’ 
from the paracolon bacillus. The British investi- 
gators could demonstrate no penicillinase, how- 
ever, in penicillin-susceptible strains of staphylo- 
cocci? nor in staphylococcal cultures made 
penicillin-resistant by serial growth in the pres- 
ence of increasing concentrations of penicillin. 
Penicillinase, therefore, was apparently of no 
practical clinical interest in staphylococcal in- 
fections. 


The opposite conclusion is currently reported 
by Kirby* of Stanford University Hospital, San 
Francisco, from a study of initial staphylococcus 
aureus cultures isolated from patients subjected 
to penicillin therapy. All of his cultures were ob- 
tained before beginning the penicillin therapy, so 
as to rule out the phenomenon of acquired 
penicillin-resistance. Seven in vitro penicillin-re- 
fractory strains and 7 penicillin-susceptible cul- 
tures were selected for detailed study. Adopting 
Harper’s? extraction technique a crude powdered 
extract was prepared from each culture. Con- 
firming results reported by the British investi- 
gators, Kirby found that the powdered extract 
from penicillin-susceptible strains contained no 
demonstrable trace of penicillinase. Even 2 mg. 
of the powdered extract added to as little as 1 
unit of penicillin in no way reduced its bacteri- 
cidal titer. 


A quite different result was obtained with 
powdered extracts from _ penicillin-refractory 
strains. Here as little as 1 mg. of the powdered 
extract completely destroyed the bacteriostatic 
properties of at least 100 units of penicillin 
(higher number of units not tested). Confirming 
these findings Kirby found that actively growing 
cultures of refractory sttains of staphylococci 
cause a complete destruction of penicillin in the 
culture medium. Such destruction is apparently 
wholly intracellular, since seitz filtrates of such 
cultures contain no demonstrable traces of penic- 
illinase. 

The penicillin-destroying enzyme is completely 
inactivated by heating to 56° C. for 60 minutes. 
Whether or not the staphylococcal penicillinase 
is antigenic and identical with penicillinase iso- 
lated from the colon or paracolon bacillus is as 
yet undetermined. Penicillinase has proved to be 
a valuable adjuvant to routine culture media, 
making possible successful blood cultures or 


7.This department of CALIFORNIA AND WESTERN MEeEDI- 
CINE presents editorial comments by contributing mem- 
bers on items of medical progress, science and practice, 
and on topics from recent medical books or journals. An 
invitation is extended to all members of the California 
Medical Association to submit brief editorial discussions 
suitable for publication in this department. No presenta- 
tion should be over five hundred words in length. 
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exudate cultures from patients during the course 
of penicillin therapy. Study of the possible 
penicillinase content of nonstaphylococcal infec- 
tions is now in progress in the Stanford Labora- 
tory. 
P. O. Box 51. 
W. H. Manwarinc, 
Stanford University. 
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SocrALIzED MEDICINE 


It is but natural that American doctors should oppose 
Federal socialization of medicine. They have seen such 
systems curb incentive and progress in the medical field 
in other nations, and remove the personal relationship 
between doctor and patient, leaving in its stead an official 
system as impersonal as medical examinations as Army 
induction centers. If that’s what this nation wants, 
socialized medicine will fill the bill. But the people should 
remember that it is not the doctors, but Mr. and Mrs. 
John Jones who will be the losers. 

In seeking a practical method for voluntary prepay- 
ment of medical costs to meet prolonged or serious 
illness, the public should not be misled by alluring prom- 
ises of “free medicine” at the hands of the State. There 
can be, however, the fullest codperation between Federal 
and local governments, industry, the people and the medi- 
cal profession, to extend voluntary methods of health in- 
surance without the regimentation and compulsion that 
inevitably follows socialized medicine. 


Government can help solve such problems as malnutri- 
tion, bad housing, and the inadequacy of Federal, State 
and municipal health programs. One of the legitimate 
functions of government is to seek ways and means to 
correct social and economic conditions which cause dis- 
ease, and which all the health insurance in the world will 
not remedy. 


Therefore, let us retain the great advantages of private 
medicine but add to them the benefits that will accrue 
from the codperation of government and industry in 
eliminating causes of illness, as well as providing easy 
and economical methods of paying for it—San Francisco 
Underwriter’s Report, August 31. 


“Facts About Nursing”: A New Booklet—Facts 
About Nursing, 1944, a practical handbook of essential 
data about nursing, points up the growth of hospital, 
health and nursing services as well as of nursing 
schools in recent years and suggests trends of special in- 
terest to those concerned with postwar planning. 

According to the 1944 Facts, approximately 208,000 
registered nurses are serving civilians in this country. 
Another 48,000 are in military service; of these nearly 
23,000 are overseas. Departments of the Federal Govern- 
ment, exclusive of the Army and Navy, employed over 
6,500 nurses in 1943, and the employment of over 7,500 
has been authorized for the current fiscal, year. 

The price of the 1944 Facts is $0.25. Copies may be 
ordered from the Nursing Information Bureau of the 
American Nurses’ Association, 1790 Broadway, New 
York 19, New York. 
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ORIGINAL ARTICLES 


Scientific and General 


A PERMANENT EMERGENCY MEDICAL 
SERVICE FOR DISASTER RELIEF+* 


Lizut. COMMANDER HENry Grppons, III (MC), 
U.S.N.R. 
San Francisco 


"THE War has brought sharply to focus the 
need for a permanent organization for dis- 
aster relief in civilian communities. Since the 
beginning of the war several disasters have been 
handled by Civilian Defense Organizations and 
have thus proved this need. The adoption of a per- 
manent organization, therefore, based on the pres- 
ent Civilian Defense set-up, seems desirable. (See 
references. ) ‘ 

If some thought and preparation are given to 
preparedness, there cannot be the six hours of 
chaos and confusion that have been known to 
exist in the past after a disaster. 

This issue of the CALIFORNIA AND WESTERN 
MepIcINE deals with the Emergency Medical 
Service. Rescue work is a separately-trained and 
operated division, that must function in close 
coéperation with the Medical Division. Housing, 


} Explanatory Note. Concerning Four Sym- 
posia to appear in issues of October, November, 
December and January. 

In every war there is a tendency to neglect the 
health, the safety, and the nutrition of those who 
are behind the lines. Famine and pestilence are 
facts of war and can be crucial factors in victory 
or defeat. Our present war is so large and is last- 
ing so long that we will need to be especially alert 
well beyond the cessation of hostilities. 

With the desire to promote optimal health in 
our civilian population four symposia have been 
compiled. These have been gathered as follows: 
(1) Symposium to appear in October issue, on 
Disaster Relief, by Henry Gibbons, III of San 
Francisco; (2) Symposium in November issue, 
on Communicable Diseases, by Edward B. Shaw, 
of San Francisco; (3) Symposium in December 
issue, on Nutritional Problems, by Dwight L. 
Wilbur, of San Francisco; (4) Symposium in 
January issue, on Industrial Medicine, by Ruther- 
ford T. Johnstone, of Los Angeles. 

A special committee, appointed for this project 
by Council Chairman Gilman, consisting of 
Howard F. West, J. Homer Woolsey, and 
Fletcher B. Taylor, chairman, wishes to express 
sincere gratitude for the work done by each con- 
tributor. : 


* One of several papers in a Symposium on “Emergency 
Medical Service in Wartime.” Papers collected by Henry 
Gibbons, III. 

From the Office of the Chief of the Emergency Medi- 
cal Service for San Francisco Civilian War Council. 
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food, clothing, etc., are problems handled by the 
Emergency Welfare Services and the Red Cross 
Disaster Relief Service. 

Successful emergency medical work depends 
on three important things: ' 

1. The persence of a Mobile Medical Team at 
an incident. 

2. Prompt and adequate ambulance service. 

3. Immediately available medical care at the 
hospital or casualty station. 


First-aid procedures, in the field of communi- 
ties with hospital service available, are restricted 
to stopping hemorrhage, immobilization of frac- 
tures by simple and quick splinting, prevention 
of shock, and relief of pain with opiates if neces- 
sary. First-aid stations are usually not desirable, 
since adequate treatment can be given only in 
hospitals. Rapid transportation of all injured to 
the hospital is the best procedure. Casualty sta- 
tions can be operated in isolated districts remote 
from a hospital, or near a hospital in order to 
handle the minor injured and prevent overcrowd- 
ing of hospital facilities. They are staffed with 
doctors and nurses. 

The Emergency Medical Service for Civilian 
Defense is made up of doctors, nurses, dentists, 
and auxiliary personnel, each with a specific 
assignment. It is now opportune to plan to con- 
tinue an active roster of doctors and nurses, and 
such auxiliary personnel as may be needed for 
each unit. All professional people can easily con- 
tinue this specific assignment to a hospital or 
casualty station accessible to them, with the under- 
standing that they are to report there.in case of 
emergency. 

There are three important sections comprising 
the Emergency Medical Service:— 

The Field Casualty Section. 

The Hospital Section. 

The Nursing Section. 


FIELD CASUALTY SECTION 


The Field Casualty Section consists of: 

I, a Field Casualty Service (with its Mobile 
Medical Teams and equipment, organized at hos- 
pitals); stretcher teams, casualty stations, ambu- 
lances and other transport ; 

II, a Casualty Information Service ; and 

III, an Emergency Mortuary Service. 

This section also maintains a source of supply 
of blood plasma for the field. 


HOSPITAL SECTION 


Arrangements -with general hospitals for the 
maximum expansion of their normal facilities for 
the reception and care of casualties in an emer- 
gency should be maintained. Hospital traffic must 
be controlled with the help of the regular or 
auxiliary police. 


NURSING SECTION 


The Nursing Section is responsible for nursing 
participation in the Emergency Medical Service. 
Nurses are listed and classified in the local com- 
munities, so that in an emergency they may be 
mobilized for immediate duty. This work is done 
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TABLE 1—Diagram No. 1: Plan of Organization 
CHIEF, EMERGENCY] MED CAL — 
ee ZONE DEPUTY Citters“Emend NCY MupjcaL SERVICE 
Med. Property Officer Med. Personnel Officer Med. Trans. Officer Nurse Deputy ou Chief, Field 
In charge of all C.D. In charge of recruit- Recruits and organizes. Keeps an up-to-date ‘as. Serv. 
supplies. i n i ig /emers. med. vehicles\file of nurses enrolled 1. Supervises organiza- 
volunteers of E.M.S.. (ambulances, sittin in C.D. and assigns tion of Mobile Med. 
case cars, medical fiel them to their posts. Teams and Casualty 
team trans.) Stations. (May be 
more than one dep- 


uty to divide duties..) 
a. Chief, local Emerg. 


Hosp. Serv. z 
b. Med. Chairman Red 
2 Heips ganize C.D 
. He organize C.D. 
drills, 


Director Public Health 
Codperates in problems of health 
and sanitation for which he is 

responsible. 


Med. Gas Officer 
Recruits and organizes dentists 
and harmacists a gas 
cleansing stations for treating in- 

jured war gas casualties. 


* May be 1. Separate official, 2. Local Health Officer. 


Chairman Hospital Comm. 
Organizes the hospitals for C.D. 
operations. 


TasLe 2.—Diagram No. 2: Plan of Care of Injured 


Rescue Squad 


Acts at direction of 
Rescue Captain. 


SITE OF 
INCIDENT 


Mobile Medical Team 
M.D. acting as Incident Phy- 
sician directs first-aid and 

disposition of casualties. 


Stretcher Team 


May be called to assist in 
transporting casualties. 


(1) Auziliary Ambulances 
Transport injured to 


TRANSPORTATION 
ZONE 


First-Aid Post 


Set up at large — 
incident. 


ospital. 
(2) Sitting Case Cars 
Transport minor injured to 
asualty Stations. 


Coroner’s Vehicle 


Transports those_ certified 
dead by incident Physician. 


Casualty Receiving Hospitals 
ZONE OF Receive and treat ambulance 
SAFETY cases. 


by the Nurse Deputy. This section also coédper- 
ates with the Public Health Department and the 
Red Cross in the organization of a Home-Nurs- 
ing Program that provides for organized home- 
nursing care after an emergency. 

The Health Officer should develop plans for 
prompt and appropriate action during and after 
any disaster to insure: 

1. Maintenance of safe water, food, and milk 
supplies. 

2. Sanitary disposal of sewerage and pu- 
trescible wastes. 

3. Sanitation at mass-feeding centers, rest cen- 
ters, casualty stations, and other temporary facili- 
ties for emergencies ; and 

4. Control of communicable diseases. 

Since large-scale enemy action is only a slight 
possibility on this coast now, the maintenance of 
emergency control centers and the drilling of 
their entire personnel is no longer practicable. 
Each department in regular civic functions can 
handle its own problems in its particular manner. 
There should be provided, however, an informa- 
tion center with proper emergency communica- 
tions where. the chiefs of each service of the 

. locality meet in an emergency to direct and co- 


Casualty Stations 
(Staffed with local medical 
and first-aid personnel) Re- 
ceive and treat minor injured 

cases. 


ordinate activities. It is still recommended that 
drills of the Emergency Medical Service be held 
on the average of every six months for the 
Duration. The other articles in this issue outline 
standard emergency procedures that can be 
adopted in order to simplify and make more 
effective operations in the field and in the hos- 
pitals. 

The articles presented in this symposium may 
serve as a guide for standardizing emergency 
medical operations. Each state medical, nursing, 
and hospital organization can better perpetuate 
the Emergency Medical Service by asking all 
communities to maintain up-to-date rosters of 
professional people assigned to this service, and 
also seeing that they continue to maintain emer- 
gency equipment and facilities in all hospitals. 

3491 Pacific Avenue. 
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BURNS* 


Harry M. BiacxkriE.p, M.D. 
San Francisco 


{t is now recognized that the treatment of a 

severe burn should be aimed at the prevention 
of its two major complications, shock and infec- 
tion. It is a great deal easier to prevent or treat 
these complications early than to relieve them 
after they have developed. Many types of local 
therapy have merit, and two of these will be dis- 
cussed later. All are agreed, however, on the 
therapy necessary for the prevention and treat- 
ment of shock in a severe burn. The mortality 
which previously occurred early in severe burns 
has been greatly reduced by the use of adequate 
transfusions of plasma. It must be remembered 
that, though it is not always possible to carry out 
ideal therapy, care can and should be taken not to 
institute therapy which might be harmful. Few 
surgical conditions necessitate the wide know- 
yea and meticulous care that a severe burn 
oes. 


EMERGENCY CARE AND First-A1ip TREATMENT 
All patients with severe burns must receive im- 


* One of several papers in a Symposium on “Emergency 
Medical Service in Wartime.” Papers collected by Henry 
Gibbons, ITI. 

From the Dapestshent of Surgery, University of Califor- 
nia Medical School. 
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mediate treatment for shock. They should be 
placed in a supine position and given an injection 
of morphine. At least one-half grain is necessary 
to alleviate the severe pain, and to help combat 
the shock which accompanies an extensive burn. 
If it is anticipated that the patient will be im- 
mediately transported to a hospital, no local ther- 
apy should be carried out except to prevent the 
burn from being contaminated during the period 
of transportation. If possible, sterile gauze 
should be applied to the burned area and, if this 
is not available, clean linen should be used and 
the patient covered with a blanket or some article 
of clothing to keep him warm. 


If it appears that it will be impossible to hos- 
pitalize the patient in less than two hours, local 
treatment may be carried out as follows, if the 
materials are available. No effort is made to 
remove more clothing than is necessary to expose 
the burned surfaces. Rings should be promptly 
removed from the fingers of burned hands. 
Burned surfaces may be covered with a sterile 
boric ointment, petrolatum or 5 per cent sulfa- 
thiazol water-soluble jelly spread on a layer or 
two of fine mesh gauze (44). Large gauze 
dressings or sterile cotton waste is placed over 
these dressings and the entire dressing bandaged 
firmly in place. If the burn is on an extremity, 
a splint will simplify its handling and offer a 
more comfortable means of transportation. Oint- 
ments or jellies containing tannic acid are no 
longer recommended for the first aid treatment 
of burns, and should not be used. A certain pro- 
portion of burns become infected by organisms 


‘present in the skin about the burn. A still 


larger proportion become infected by organisms 
later introduced into the burned area. For this 
reason every effort should be made to minimize 
secondary contamination. With these facts in 
mind it is important that the patient and all at- 
tendants handling burn cases should be capped 
and masked if it. is possible. If it is impossible 
to cover the burned area with sterile gauze, all 
efforts should be made to keep from contaminat- 
ing the burned area. The injection of undiluted 
plasma intravenously should be instituted as 
soon as possible. 


DEFINITIVE TREATMENT 


The definitive treatment of a severe burn should 
be carried out as soon as the patient reaches a 
location where the facilities are adequate, and the 
patient will remain sufficiently long to receive the 
treatment. The first consideration, of course, is 
the treatment of shock. Additional morphine is 
usually required and the transfusion of plasma 
should immediately be instituted. Since every 
severely-burned patient will require plasma, its 
administration should ‘be started immediately 
without waiting for laboratory reports. Those 
who are responsible for the treatment of exten- 
sive burns should be familiar with the Berkow 
method of estimating the extent of cutaneous 
lesions. After figuring the percentage of the 
body which has been burned, it is possible to 
estimate roughly the amount of plasma required 
for the patient during the first 24 hours. If the 
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burn involves 10 per cent or more of the body 
surface, 50-100 c.c. of plasma should be admin- 
istered for each per cent of the body surface 
burned. For example, a patient who has had 10 
per cent of the body burned should receive 500- 
1000 c.c. of undiluted plasma during the first 24 
hours. For those with severe burns a large 
amount of plasma may be necessary during the 
first 24 hours; this is usually given in divided 
doses. After the injection of plasma has been 
instituted, the laboratory work which can be 
used as a guide for the amount of additional 
plasma required should be done. The hemoglobin, 
or even more valuable, the hematocrit reading 
should be carried out regularly. For each point 
that the hematocrit rises above 45 per cent cells, 
at least 100 c.c. of plasma should be administered. 
If clinically satisfactory results are not obtained 
with this dosage, larger quantities should be 
given. , 


Other Fluids: 


Large quantities of saline and glucose should 
not be administered. The volume of both should 
not exceed the amount of plasma injected in a 
given period of 24 hours. In cases of severe 
hemo-concentration, larger quantities may be 
given slowly. If additional fluids are necessary, 
a 5 per cent solution of glucose in distilled water 
is preferable, as it has been shown that large 
amounts of neutral sodium salts, such as sodium 
chloride, will intensify the tendency to edema. 
The patient may be permitted to drink moderate 
amounts of water, but no food should be offered 
until his stomach can retain it and the shock has 
been overcome; then food and fluids may be 
given orally as desired. 


When the patient is in a state of shock, with 
his extremities cold and his pulse weak and 
thready, caution must be exercised against warm- 
ing him too rapidly by externally applied heat. 
Sudden warming of the skin in the presence of 
inadequate blood volume may precipitate com- 
plete circulatory collapse by dilation of the 
peripheral vessels. 


Whole Blood Transfusions: 


Transfusions of whole blood should not be 
given in the early treatment of a burned patient 
unless hemorrhage has occurred from other in- 
jury, and then only when the state of shock has 
been satisfactorily overcome by the use of 
plasma. If no plasma is available blood may be 
substituted. Anemia frequently develops after 
several days following a severe burn, and in this 
event, whole blood is necessary and should be 
administered as indicated. 


CARE OF BuRNED AREA 


Regardless of the method oi local therapy, 
some definite measures should be instituted to 
prevent additional contamination of the burned 
area. For this reason the surgeon and his as- 
sistants should be capped, masked and gloved. 
The dressing is removed carefully and the burnt 
area inspected. All clothing is cut away if neces- 
sary. Ether, benzine, lard or other detergents 
should be used to remove grease if present. With 
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plain white soap, soft cotton and sterile water, 
the burned area should be cleansed gently and as 
thoroughly as possible. Loose epidermis and 


foreign material may be removed with sterile 
forceps and scissors. Remember that it is rarely 
necessary to wash a freshly burned surface. 
Scrub brushes, green soap and vigorous rubbing 
do more harm than good. 


CoMMON TYPES OF TREATMENT 


‘ The Pressure Dressing Method: 


Over the prepared surfaces apply gauze of 
fine mesh impregnated with sterile boric acid 
ointment, petrolatum, lanolin, 5 per cent sulfa- 
thiazol jelly or 3 per cent xeroform in petro- 
latum. Over this place sufficient sterile gauze 
or sterile cotton wadding to provide a thick layer 
that furnishes smooth, even compression when 
bandaged firmly in place. For the pressure dress- 
ing, stockinette or some type of elastic bandage 
is more effective than rolled gauze bandage. If 
an extremity is involved, start the dressing near 
the tips of the digits. Separate the digits, and if 
possible, carry the dressing well above the burned 
area. A splint may be added as a final step in 
dressing an extremity. The finger tips, if un- 
burned, may be left exposed so that the circula- 
tion can be checked. Be very careful that suffi- 
cient pressure pads are placed over prominent 
bones and about the fingers. Properly applied 
pressure dressings may be left in place from 
twelve to fourteen days. At the end of that pe- 
riod areas of partial skin thickness loss should 
be healed» Areas of necrotic whole. thickness 
loss are excised, usually followed by wet dress- 
ings. From this time on the granulating area is 
not treated as a burn, but as any granulating 
wound would be treated, and every attempt 1s 
made to clean it up as quickly as possible and to 
prepare it for skin grafting. 


The Escharotic Method: 


This method is particularly indicated in ex- 
tensive flash or superficial second-degree burns 
of the trunk. The hands, face, feet, perineum 
and genitalia should never be tanned. These 
areas should be treated as described under the 
pressure method. The tanning escharotic method 
should never be used unless the burn can be 
treated immediately, and not even then if it has 
been grossly contaminated. When tanning is em- 
ployed, one should use the method of rapid co- 
agulation, such as the combined use of tannic 
acid and silver nitrate. Slow methods of tan- 
ning, such as are obtained with tannic acid jelly 
or tannic acid solution without silver nitrate, 
permit absorption of the acid with a possibility 
of serious toxic. effects, particularly necrosis of 
the liver. Furthermore, many hours are re- 
quired to effect an adequate tan, allowing oppor- 
tunities for contamination. Two spray guns are 
to be available. One is to contain only the tannic 
acid, the second, equal parts of tannic acid and 
silver nitrate solution. Less pain is experienced 
if the tannic acid alone is applied first, followed 
immediately by the tannic acid-silver nitrate 
spray. One half hour later, and every half hour 
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for four applications, spray with the tannic acid- 
silver nitrate mixture. If the tan is not then 
adequate, continue spraying every hour until the 
objective is achieved. While drying, the burned 
area should be left exposed to the air under a 
canopy, heated if the environmental temperature 
is low. The bed should be kept covered with 
sterile linen if the eschar is to be left exposed. 


UE EET 


After the eschar is dry it may be covered with 
sterile dressings. 

If the burn is second degree, skin will re- 
generate beneath the tan and the latter will sep- 
arate spontaneously. If the eschar remains in- 
tact for three weeks, it may be assumed that a 
third-degree burn has been sustained, ‘and. the 
eschar should be removed. It is usually neces- 
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sary to carry this out under light general anes- 
thesia. 


Paraffin Wax Method: 


More recently this method has been revived 
and modified by Doctor R. C. Pendleton at the 
Mare Island Naval Hospital. Many of those who 
have had experience with this method are enthu- 
siastic about the ease and economy with which 
it can be carried out. This essayist has had no 
experience with the method and therefore does 
not feel qualified to present an opinion. 


Infection Beneath Eschar: 


If infection occurs beneath the tan or eschar, 
or the patient shows systemic or local signs of 
sepsis, the eschar should be carefully inspected. 
If an area looks suspicious a hole should be made 
through the eschar and, if pus is encountered, 
the entire area of suppuration should be unroofed 
by means of sterile sharp instruments. This can 
usually be done without much trauma and with- 
out anesthesia. The suppurating surface should 
then be treated by wet saline compresses, as for 
any infected granulating wound. Crystalline 
sulfanilamid may be applied over the exposed 
surfaces daily thereafter. If the area is large, 
no more than 15 grams of sulfanilamid should be 
used in any one 24-hour period, as toxicity may 
result. 


Treatment of Granulating Areas: 


It must be remembered that all third-degree 
burns result in granulating areas. These granu- 
lating areas must be effectively and rapidly 
cleaned up in preparation for skin grafting, if 
the patient is to be spared the septic stage of a 
burn during which anemia, cachexia and dam- 
age to kidneys and livers may occur. Recently 
we have learned that the process of “cleaning 
up” may be greatly accelerated by the daily use 
of a light dusting of sulfanilamid crystals and 
the application of compresses to the area, thus 
permitting the application of skin-grafts earlier 
than heretofore. Dressings always should be as 
painless as possible. 


Oral Administration of Sulfonamide Drugs: 


Although it has not been routinely our custom 
to give sulfa drugs by mouth to patients with 
severe burns, sulfadiazine by mouth may be ad- 
ministered, particularly if the definitive treat- 
ment is delayed. This drug has been chosen be- 
cause it is the least toxic of the three commonly 
used sulfa drugs. The dosage is 1 gram every 6 
hours, day and night for ten days. If sensitivity 
is present it may be necessary to use one of the 
other drugs. It is dangerous to give a sulfonamid 
drug to a patient who is not voiding normally 
over 1000 c.c. per day. 


SUM MARY 


1. The treatment of a severe burn should be 
aimed at the prevention of shock and infection. 

2. The use of blood plasma in the treatment of 
shock has materially reduced the early mortality 
in severe burns. 50-100 c.c. of plasma should be 
administered for every per cent of the body 
burned. 
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3. Simple first aid measures may be carried 
out anywhere if materials are available, but 
definitive treatment should only be instituted 
where facilities are adequate. 

4. Every effort should be made to minimize 
secondary contamination of the burn. 

5. Large quantities of saline and glucose should 
not be administered, as they tend to intensify the 
edema and dilute the blood proteins. 

6. Whole blood transfusions should not be 
used in the early-burn treatment, unless hemor- 
rhage has occurred, or plasma is not available. 
Later, when anemia appears, blood transfusions 
are indicated. 

7. Strong antiseptics or vigorous scrubbing 
should never be used on a burn. Plain white soap, 
cotton and sterile water will cleanse the area 
adequately. 

8. The two most commonly-used methods of 
local therapy are the pressure dressing method 
and the tannic-acid and silver nitrate escharotic 
method. 


9. All third degree burns result in granulating 
areas. These areas should be cleaned up as rapidly 
as possible in preparation for skin grafting. 

10. Sulfadiazine may be administered orally 
to severe burns, particularly if proper therapy 
cannot be instituted early. 

384 Post Street. 


CRUSH SYNDROME 


C. A. Wacker, M.D. 
San Francisco 


(CRUSH syndrome was recognized clinically 

during the last war, but little literature was 
devoted to it then. It has since then, for a time, 
been dropped entirely from the literature of 
medicine. Within recent years reports have again 
appeared, mostly in British literature, concern- 
ing this syndrome. Most of the reported cases 
have been victims of bombing attacks who had 
been imprisoned beneath heavy débris and suf- 
fered prolonged crushing injury to a mass of 
muscle tissue. 

The individual who has been pinned beneath 
fallen débris for a period of time in such a way 
as to have a mass of muscle tissue crushed, and 
its vascular supply injured, is subject to this 
syndrome. He may or may not show vascular 
shock at the time he is extricated. The presence 
or absence of primary shock should not in any 
way lead one away from being on guard against 
the crush syndrome. The crush syndrome may 
appear at any time from two to forty-eight hours 
following release from the compression. Crush 
syndrome is a toxic condition of the kidneys re- 
sulting from the absorption of broken-down 
muscle proteins following sudden release from 
pressure. It is characterized by the classical 
symptoms of destruction of the kidney, and its 
failure to perform its function of secretion. All 


* One of several papers in a Symposium on “Emergency 
——- — in artime.” Papers collected by Henry 
ons, % 
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symptoms of kidney failure appear, and death 
results from kidney failure. 

The person giving first aid should recognize 
the probability of crush syndrome from the posi- 
tion in which he finds the victim. He should, as 
far as he is able, prevent the absorption of 
muscle protein into the circulation by the appli- 
cation of a tourniquet. He should then note, on 
the identification tag, the history of a crushing 
and compression muscle injury. That the victim 
does not show any symptom of vascular shock 
should be no excuse for failure to apply a 
tourniquet, or to make the notation on his iden- 
tification tag. 

This history of a sustained crushing injury is 
of the utmost importance to the attending physi- 
cian at the receiving hospital. Regardless of pri- 
mary shock, the attending physician should take 
all precautions against the possibility of the ap- 
pearance of the crush syndrome, recalling that it 
is a toxic condition of the kidney resulting from 
rapid absorption of toxins from the ischemic 
crushed muscle. By the use of the tourniquet in 
applying intermittent pressure, he should restore 
the blood supply and retard the absorption of the 
toxin. 

Primary shock should be dealt with promptly 
by injecting plasma. Blood pressure and blood 
volume should be restored. The victim who may 
be subject to crush syndrome will stand a far 
better chance of recovery if all primary shock has 
been cared for adequately. 


When the peripheral arterial pulse has disap- 
peared, multiple incision into the tense edmatous 
tissues may be indicated as a means of saving the 
limb. Early amputation should be done when it 
becomes evident that the circulation cannot be 
reéstablished. The patient may have injuries 
apart from the crushing of muscle tissue, and 
which may require special attention. We may 
help to prevent secondary shock by giving mor- 
phine for relief of pain, by splinting fractures 
and controlling hemorrhage. 

Whether surgery has been performed or not, 
whether primary vascular shock has been present 
or not, the victim should be watched and treated 
with the awareness of the possibility of crush 
syndrome. The syndrome may begin to appear 
within a few hours after admission to the hospi- 
tal or at any time within forty-eight hours. The 
rising acidity of the urine, with its typical red 
tinged casts and albumin, and the rising blood 
pressure, and the closing down of urinary secre- 
tion are indicative of kidney involvement. 

Preventative measures should be begun 
promptly. Alkalinization of the urine is impor- 
tant. Alkalis should be given until the urine re- 
mains alkaline to litmus. Methyl red should be 
used, however, to detect the degree of acidity. If 
the urine cannot be made alkaline to methyl red, 
the prognosis is grave. Intravenous alkalies may 
be necessary to maintain an alkaline urine. Five 
‘ per cent sodium bicarbonate solution intraven- 
ously, as used in the last war, may be employed 
in order to maintain an alkaline urine. 

Fluids should be given for the purpose of 
maintaining the water balance of the body, that 
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it may offer sufficient water for dilution of the 
muscle toxin in the secretion by the kidney, but 
not enough that it may cause edema of the 
crushed muscle. 

Normal saline or dilute glucose (5 per cent 
solution) are contraindicated because, in the 
presence of a highly acid urine, either will tend 
to cause edema. A hypertonic solution of 2 per 
cent magnesium sulphate or 15 to 20 per cent 
glucose solution are to be preferred for their de- 
hydrating effect on the swollen kidney. The kid- 
ney, swelling within its capsule, tends to com- 
press its own blood supply, thereby doing addi- 
tional damage to that already present. Solutions 
given should tend to prevent edema of the kidney. 

Plasma should be given with the idea of sus- 
taining the blood volume. Too much plasma, 
especially when the blood pressure is normal or 
is beginning to rise from damage to the kidneys, 
may be dangerous in that it will hold the water 
against kidney excretion. 

The blood chemistry of the crush syndrome 
shows at its very beginning a rise in the N.P.N., 
and frequent laboratory checks of the N.P.N. 
may greatly help in the detection of an oncoming 
crush syndrome. 


COMMENT 


With. a stepping up of bombing incidents, we 
would expect more crushing injuries among the 
civilian population, and an increase in the number 
of cases presenting the crush syndrome. Such in- 
jured person should be carefully watched, and 
shock and kidney damage should be forestalled. 
If evidences of beginning shock or kidney dam- 
age appear, antishock treatment should be insti- 
tuted promptly and the kidneys protected against 
damage by retarding entrance of toxins into the 
blood by use of a tourniquet, by alkalization, and 
by giving fluids to maintain water balance. 

S. P. Hospital, Fell and Baker Streets. 


CHEMICAL WARFARE AGENTS: 
CASUALTIES THEREFROM* 


Davin A. Rytanp, M.D. 
San Francisco 


"THE agents which have been used in chemical 

warfare may be separated into a half-dozen 
groups, according to their effects on, the body. 
Of these, lacrimators and sternutators require 
little or no medical care because of the short 
duration of their action; while serious, the main 
systemic poisons cause syndromes with which 
physicians have become familiar in civil practice. 
Moreover, tacticians do not expect the enemy to 
use lacrimators, sternutators or systemic poisons 
against civilians in this country. 


If the enemy comes, however, he may be ex- 
pected to bring incendiaries, lung irritants and 
vesicants. A knowledge of the general aspects of 


* One of several papers in a Symposium on “Emergency 
Medical Service in artime.” Papers collected by Henry 
Gibbons, III. 

From the Department of Medicine, Stanford University 
Medical School. This work is based on Civilian Defense 
publications. 





192 CALIFORNIA AND WESTERN MEDICINE 


chemical casualties due to these agents is of the 
utmost potential importance. 


1. Lacrimators: 


The chief action of tear gases is a prompt but 
transient irritation of the eyes, with lacrimation, 
photophobia and blepharospasm. Leaving the 
gassed area, the victim may obtain relief on facing 
windward with open eyes, which should not be 
rubbed. The need for medical attention is small; 
therapy consists of irrigation with warm saline 
or freshly-prepared 2 per cent solution of sodium 
bicarbonate. Later, sterile glycerine or boric acid 
ointment may be used. 


2. Sternutators: 


These agents cause a longer lasting irritation of 
the upper airway and paranasal sinuses, with 
vomiting, sneezing, and violent headache leading 
to mental depression. Sedatives, acetyl salicylic 
acid or related analgesics, and assurance of an 
early recovery are of prime importance. The 
nares may be sprayed with saline, 2 per cent solu- 
tion of sodium bicarbonate or the following: 

Neosynephrine hydrochloride 1%.... 4. 

Pontocaine hydrochloride 

Boric acid saturated solution 


3. Systemic Poisons: 

(a) Hydrocyanic acid poisoning is treated by 
artificial respiration and intravenous injections of 
methylene blue (50 cc. of 1 per cent methylene 
blue is isotonic solution). 

(b) Arsine causes an acute hemolytic anemia, 
treated directly by transfusions of whole blood 
or red cell mass and :nhalations of oxygen. So- 
dium bicarbonate in large doses by mouth may 
prevent precipitation of hemoglobin in the renal 
tubules with consequent uremia; for the same 
reason, urine output is to be maintained at a high 
level by the use of oral and parenteral fluids. 

(c) Carbon monoxide is formed during explo- 
sions and settles into bomb craters; treatment in- 
cludes artificial respiration with inhalation of 
oxygen and carbon dioxide, transfusions of whole 
blood or red cell mass, and measures against 
shock. 


4. Incendiaries: 


Therapy of thermal burns must be directed not 
only to the local wound, but with extensive in- 
juries to the individual as well. 

In this restricted space, it is not possible to 
discuss the features of the many methods advo- 
cated for local treatment of burns. Most agree 
that greases and oils are to be avoided as first 
aid measures, but from there on the physician 
has a wide latitude of choice. For minor burns, 
sterile vaseline, triple dye, or a sulfonamide in 
aqueous jelly have been recommended. For more 
severe injuries, one of the best methods is that 
of pressure dressings with sulfathiazole or boric 
acid ointment ; sodium sulfadiazine may be given 
intravenously to combat infection, while tetanus 
antitoxin may be used if indicated. Full aseptic 
technique should be carried out while dressing 
burns. 
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With severe burns, shock is present; its man- 
agement is outlined in an accompanying discus- 
sion, with the notation here that, since hem- 
orrhage is absent, plasma is preferable to whole 
blood. 


Once past the immediate dangers, attention 
must still be given to both local lesions and the 
patient himself. Skin grafts and the prevention 
and treatment of contractures are in order. Hypo- 
proteinemia and a state of general malnutrition 
may supervene unless care is taken to insure an 
abundant intake of food with particular empha- 
sis on protein; of the vitamins, thiamin and as- 
corbic acid are most useful. 


During war, thermal burns may be inflicted 
upon civilians fighting fires started by incendiary 
bombs ; these contain white phosphorus. Wounds 
in which particles of phosphorus are present 
should be flooded with water at once, and the 
phosphorus removed while the wound is under 
water. A 2 per cent solution of copper sulfate is 
said to be helpful by the formation of an insolu- 
ble coating of copper phosphide. In further local 
treatment one proceeds as with thermal burns; 
escharotics are contraindicated. Bits of phos. 
phorus in the eye are to be washed out imme- 
diately with water, following which 0.5 per cent 
pontocaine ointment and a dressing may be 
applied. 


5. Pulmonary Irritants: 


Chlorine and phosgene produce pulmonary 
edema, necrosis of tissue and thrombosis of the 
small pulmonary vessels. After a slight reflex irri. 
tation, which may or may not occur at the 
moment of exposure, there follows a latent period 
during which the development of lesions is 
silently taking place. The first symptom is rest- 
lessness, followed by a vague sensation of op- 
pression. Anoxemia soon leads to cyanosis, and 
accumulation of carbon dioxide adds to dyspnea. 
By this time, cardiac and respiratory rates are 
rapid, rales appear, coughing produces watery 
sputum, and the neck veins are full; shock occurs 
much later, bronchopneumonia may complicate 
the picture. If the patient recovers, pulmonary 
fibrosis or other complications are very rare; sta- 
tistics show no increase in pulmonary tuberculosis 
in those gassed by lung irritants in World War I. 


Treatment is directed at anoxia and dyspnea, 
shock, and complicating infection. Once symp- 
toms appear, complete rest is essential; this re- 
duces blood flow through the throttled pulmonary 
vascular tree and decreases the need for respira- 
tory movements. It is no longer thought that 
bodily activity need be stopped at the moment of 
exposure. For the respiratory symptoms, injec- 
tions of morphine and atropine, and inhalations 
of oxygen without carbon dioxide are most use- 
ful; intravenous injection of aminophyllin has 
been recommended in addition. Artificial respira- 
tion is contraindicated. Because of the distended 
jugular veins with dyspnea, there may be a temp- 
tation to remove blood; this should not be done, 
for shock is present or impending. Furthermore, 
the pulmonary lesions modify measures against 
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shock, in that plasma must be given cautiously 
and the head-down position may embarrass res- 
piration. 

The immediate danger is over after 48 hours, 
when the pulmonary lesions may be complicated 
by pneumonia; sulfonamides should be given as 
one would for lobar pneumonia. 


If a wound necessitates operation under anes- 
thesia in a patient injured by a pulmonary irritant, 
inhalation and spinal methods should be replaced 
by field block or local anesthesia. 


6. Vesicants: 


The main action of the mustard “gases” and 
of Lewisite is the production of severe inflam- 
mation of skin and eyes. Prevention of this effect 
by energetic first aid or, better, self help is of 
utmost importance. . 


Since one has only a few minutes to remove 
or neutralize these agents, speed in carrying out 
a predetermined plan is essential. Remove the 
victim from the contaminated area and his clothes 
from him. If exposure to the liquid form of the 
mustard or Lewisite has occurred within five min- 
utes, wash the eyes thoroughly with freshly pre- 
pared 2 per cent solution of sodium bicarbonate 
(heaping tablespoonful per quart of warm water ) 
if available at once; tap water is preferable in 
case of delay. In the event of exposure to vapor, 
or to liquid vesicant prior to five minutes, lavage 
of the eyes is useless and may even be dangerous. 
Next, blot without rubbing any excess vesicant 
from the skin, disposing of the used absorbent 
cotton or toilet tissue to prevent other burns. 


Neutralization of the agent follows. Logically, 
one should identify the vesicant in order to select 
the best neutralizing substance. This takes time, 
and, after all, neutralization is only one step in 
the prevention of lesions. Household bleaching 
solutions (clorox or purex) of hypochlorite are 
effective at least against mustard (alone or 
mixed) ; pat on the contaminated skin surfaces, 
but do not use on the eyes. 


Finally, and most important, wash carefully in 
a shower with plenty of lather and water. Dry 
without rubbing, and clothe. 


To summarize self help: (1) remove the vic- 
tim from the gassed area and his clothes from 
him, (2) wash the eyes (if very recently ex- 
posed to liquid vesicant) with water or fresh 
weak sodium bicarbonate solution, (3) blot off 
excess vesicant, (4) neutralize with household 
bleaching solution, and (5) shower with abundant 
lather and water. 


The directions given above should be memo- 
rized by all civilians for their own use, and may 
be carried out by physicians working in decon- 
tamination stations. 


Once the vesicant has injured the skin, the 
patient and his wounds are treated as for thermal 
burns. Hypochlorite is not used after erythema 
appears; blisters need not be opened to remove 
hypothetical toxic agents. No oil, neutralizing 
agent or tight bandage should ever be applied to 
affected eyes; for pain, 0.5 per cent pontocaine 


WOUNDS 193 


(not cocaine) solution is helpful, and 1 per cent 
atropine should be used against miosis. Photo- 
phobia requires dark glasses. Later, boric acid 
ointment or sulfathiazole ophthalmic ointment 
may prevent or treat secondary infection. 

Clay and Webster Streets. 


WOUNDS: THEIR CARE UNDER 
CIVILIAN DEFENSE* 


JouHNnN Homer Wootsty, M.D. 
Woodland 


OUNDS obtained under conditions of 

bombing, explosions and gunfire vary from 
abrasions to severe contusions, with at times great 
tearing and rupture of tissues and shattering of 
bones. It is important, therefore, that each re- 
sponsible physician be informed as to the nature 
of these injuries, and have a well thought-out 
plan how he will proceed promptly, and in an 
orderly manner, to render the best care possible 
under any given circumstance. 


Wounds will, therefore, be discussed under the 
headings: their nature, the rdle of devitalized 
tissue, bacteriology and treatment. 


NATURE OF WOUNDS 


Abrasions are no different than those of civil 
injury, except possibly for greater contamination. 

Wounds of the soft tissues, due to great and 
sudden forces or to a crush from falling timbers 
or walls, have a more widely-distributed injury. 
There is also the chance of greater contamination 
due to such a high proportion of wounds being 
caused by secondary objects as glass, wood, ma- 
sonry, etc. This leads to devitalization of tissue 
upon which microérganisms may live and de- 
velop, or to rupture of blood vessels with hem- 
orrhage, furnishing thereby a nidus for infection. 
The devitalization of tissue and contamination are 
the factors of primary importance. 


The contamination of wounds, under condi- 
tions associated with civilian defense in a war 
zone, forces us to consider wounds in their two 
main stages—that of contamination and that of 
infection. Contamination is that stage where the 
bacteria are upon. the surface and not as yet pro- 
liferative; whereas infection is the stage where 
bacteria have invaded the tissues and prolifera- 
tion is occurring. 


The stage of contamination may exist up to 
twelve hours, but preferably should be considered 
up to six or eight hours. The degree of contam- 
ination varies, dependent upon the location in or 
out of a building, a heavily-cultivated soil, a 
sandy loam or paved street, the condition of the 
weather giving a dry warm dust or a muddy con- 
tamination of objects and clothing; the portion 
of the body involved, for example, the clostridia 
are more common about the lower extremities, 
especially the thigh; and the type of cleanliness 


* One of several papers in a Symposium on “Emergency 
Medical Service in 


artime.” Papers collected by Henry 
Gibbons, III. 
From the Woodiand Clinic. 
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of the clothing worn and the cleanliness of the 
individual, for example, the clostridia are found 
in a high percentage of instances to be present in 
woolen garments, and recent bathing gives less 
infection. 

The stage of infection or invasion of the tis- 
sues follows that of contamination. It is depend- 
ent upon the pathogenicity and virulence of in- 
vading microérganisms ; upon the degree of local 
trauma, that is, the amount of devitalized tissue ; 
the presence or absence of foreign material act- 
ing as a carrier; and the resistance of the patient 
locally and constitutionally. 


THE ROLE OF DEVITALIZED TISSUE 


The réle of devitalized tissue in bacterial con- 
tamination and infection was emphasized during 
the last.great war as it never was before. The 
observance of this phenomenon is the most im- 
portant aspect in the care of traumatic wounds. 
A vital tissue will resist infection in varying de- 
grees, but a piece of dead tissue serves as an ex- 
cellent medium upon which all types of micro- 
érganisms, especially the clostridia, thrive. A 
scalpel. wound has only a microscopic injury to 
tissue, a machine gun or rifle bullet has a com- 
parative high velocity and a sharp and narrow 
striking force, and so causes little comparative 
tissue damage; but an irregular shell fragment 
with a. slower velocity has a greater striking 
force, and causes a wider tissue damage. 


The foreign body acts mainly as a vehicle of 
infection, but plays an important part in sustain- 
ing the infection. Bits of clothing or contami- 
nated terrain are the most evil, and serve as car- 
riers of infection. 


The patient’s resistance, both local and general, 
has to be reckoned with the same as in peacetime 
surgery. The general resistance is lowered in in- 
stances of hemorrhage, exhaustion from physical 
fatigue, or exposure or sepsis. The local resist- 
ance is obviously dependent upon the nourish- 
ment of the injured portion of the body and its 
blood supply. The greater the trauma, there re- 
sults a greater contusion of tissue, a greater 
amount of extravasated blood, a wider dispersion 
into the tissues of extraneous material, and a 
larger area deprived of an adequate blood sup- 
ply. An impoverished blood supply leads to tissue 
of poor vitality, an ideal culture medium, and an 
easy invasion by bacteria. 


BACTERIOLOGY 


The most common bacteria in civil traumatic 
wounds are the staphylococci and streptococci, 
and the spore-bearing anaerobes, Clostridium 
tetani, Clostridium welchii and Clostridium sep- 
tique. Severe traumatizing injuries of peacetime 
demonstrate that these anaerobes are present 


everywhere, in our woolen clothes, in our school, 


yards, on walls of our buildings, and in our 
yards, gardens, streets and highways. 

Fifteen per cent of all wounds culture strep- 
tococci in the first twelve hours, while in a few 
days the percentage is much larger—90 per cent. 
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Meleney, from a study of peacetime acute trau- 
matic wounds, finds, in 200 such wounds, bac- 
teria present in every instance; states no one can 
tell which wound will develop an infection, and 
that hemolytic streptococci were present in the 
stage of contamination in 17 per cent of instances. 


The source of this infection is from the soil, 
from the contaminated soiled clothing, and from 
the unapparent slips of technique in wound dress- 
ings, and from the nasopharynx of individuals in 
contact with the wound. Hare stresses the last 
source especially, and states that 7 per cent of 
normal people are nasopharyngeal carriers of the 
important strain—hemolyticus streptococcus py- 
ognes, (streptococcus pyogenes of Rosenbach.) 


The anaerobic spore-bearing bacteria are found 
in wounds in all tissues, but it is chiefly in muscle 
that we see their complication—“gas gangrene” 
—develop. Quist divides the clinical evidence of 
these causative organisms into three groups: 
“(1) harmless saprophytes in ulcers with no 
pathogenicity, (2) pathogenic microérganisms 
producing an infection of the cellular connective 
tissues; gas infection of a wound or anaerobic 
cellulitis and, (3) as invaders of muscle-true 
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‘gas gangrene’. 


The anaerobic cellulitis or local wound mani- 
festation is seen in subcutaneous tissue. Here 
occurs some devitalization of tissue, hematomata 
and the bacteria proliferate. There may be some 
extension of the products of the gas-form- 
ing microérganism to give local swelling and 
crepitus to some distance from the abscess; but 
this form of the disease, while it can go on to 
more extensive involvement and toxemia, usually 
promptly subsides with adequate drainage and 
removal of pabulum on which the microérganism 
develops. 


True, “gas gangrene” is an acute, spreading 
gangrene, with gas formation and muscle involve- 
ment. It is not the muscle involvement alone that 
is essential, but an additional factor of the great- 
est importance is the confinement to limited 
space—tension. The disturbance of the blood sup- 
ply is the important antecedent to proliferation of 
the infection. If a foreign body with micro- 
Organisms penetrates through a small opening 
and grossly injures the muscle without disturb- 
ing the overlying fat, skin and fascia, there is 
present the ideal condition for their development 
—namely, devitalized tissue, freedom from oxy- 
gen and an enclosed area for increased local ten- 
sion within constricting fascial tissues, so that 
blood supply can be impaired to point of destruc- 
tion. As a result, one sees involvement of a 
single. muscle or of a group of muscles or an 
extremity as a whole. Some muscles, as the gra- 
cilis, are believed to have a limited and terminal 
blood supply, and are especially prone to develop- 
ment of “gas gangrene.” 


The destructive process in the muscle primarily 
increases intrafascial tension from gas and fluids, 
a strangulation of the blood supply by compres- 
sion, and a probable injury to the blood vessel 
wall by the toxin,.and therewith a resulting de- 
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WOUNDS 


Taste 1—An Orderly Plan for Care of Traumatic Wounds. 


I.—AT DreEssInG STATION 


Direct (wound) 
A. First importance 
1. Sterile dressing properly bandaged. 
. Immobilization. 
. Careful notation on card as to wound and compli- 
cations. 
B. Second importance 
1. Washing of wound with sterile solution 
syringe.) 
. Application of sulphonamide or antiseptic. 


(ear 


7 


7 


Indirect (injured person) 
. Avoidance of shock. 
. Proper hemostasis (pressure bandage over wound 
rather than tourniquet recommended.) 
. Anodyne for rest. 
. Serum or fluids if necessary. 
. As little moving as possible. 
. Exclusion of relatives and friends. 


‘? 


C. Disposal of the injured persons. 


. Patients with minor wounds: Dressed and advised where and 


when to return. 


. Patients with major wounds: Moved within six hours carefully to base hospital. 


* 


* 


ok ’ 


IIl.—AT Base HosPITaAL 


Direct (wound) 
. Careful investigation of nature of wound and com- 
— if any. 
. X-ray if necessary. 
. Cleansing and shaving of skin. 
. Debridement. 
a. Washing. 
b. Careful excision. 
ec. Change of instruments. 
d. Suture without tension. 
. Immobilization. 
. Sulphonamides in wound. 
. Serotherapy for anaerobes. 
. Elevation and rest. 
. As infrequent dressings as possible. 


generation of the muscle fibers. Bloodstream in- 
vasion of the microédrganisms in any dangerous 
degree is not thought to occur until there is an 
overwhelming local infection. In the terminal 
stage a severe toxemia develops, and because of 
a hemolytic effect from the toxins, a jaundice 
frequently occurs. 


TREATMENT 


The time element, the stages of contamination 
and of infection respectively, have already been 
stressed. The endeavor must always be to care 
for the wound properly and adequately in the 
stage of contamination. That is preferably within 
six hours. Again, since devitalized tissue, hema- 
tomata and débris are the factors that can be re- 
moved to eliminate infection, it is important to 
care for these in the early stage. This means sur- 
gery. Almost every traumatic flesh wound de- 
mands surgery. This surgery is debridement, as 
we in America use the term, or “complete ex- 
cision” as many English authors choose to say. 
Previous to doing a debridement, a careful his- 
tory of conditions of the injury, the position of 
the extremity, the tissue traversed by the missile, 
and a careful physical examination of circulatory, 
nerve and muscle function, are important and 
should be recorded. An x-ray plate is always 
wise. 


Debridement properly done is an art. “Judg- 
ment is the prime requisite.” Gentleness in han- 
dling of tissues and meticulous thoroughness of 
the removal of all devitalized tissue and foreign 
material, and care to hemostasis, are the second 
requisite. Originally, and still in the deeper wound 
recesses, curved scissors were the cutting instru- 
ment most adaptable. However, if knife-blade 
severance into live tissue can be made, it is to be 
preferred. Sponging should be of the blotting, 
not wiping type. Flex and extend the extremity 
in order to reproduce the exact ‘position as when 


Indirect (injured person) 
1. Orderly progress of patient with least disturbance 
from entry to proper place of care. 
. Complete record of data. 
. Choice of anesthesia. 
. Fluids, sera or blood transfusion as necessary. 
. Avoidance or treatment for shock. 
. Adequate sedation. 
. Rest from relatives and friends. 


the wound was caused, and the path of the 
missile will be more easily followed. The skin is 
treated as conservatively as possible, but opened 
sufficiently always in the longitudinal, not trans- 
verse direction, to adequately expose all pockets, 
and recesses and devitalized tissue. The sub- 
cutaneous tissue needs removal of only the con- 
taminated part. Fascial planes must be given spe- 
cial attention to prevent postoperative, valve-like 
action, (Pirogoff’s Pouch). Therefore, eliptical 
incision, or adequate transverse incision of 1 to 
2 cm. of the fascia, should be done in order to 
insure free drainage. The most important tissue. 
the muscle, is now attacked, and the meticulous 
care to this layer above all others spells success 
or failure. All muscle, lacking the normal red-to- 
pink color, failure to contract when pinched, or to 
bleed when cut, is excised to the point of absolute 
vitality. This may mean at times removal of an 
entire muscle, or a group of muscles or even an 
amputation. Trueta put it briefly and strongly 
when he said: “To be conservative with the limb 
is to be radical with the tissues,” and we add 
especially muscle. Bone, loose and devoid of blood 
supply, should be removed. Soiled bone should 
be rongeured away or thoroughly washed, or at 
least cleansed with some antiseptic, and for this 
ether, an excellent fat solvent, we like best. Thor- 
ough search for bone fragments, driven to some 
distance from the path of the missile, is neces- 
sary. All foreign material is, of course, removed. 

One must never forget that a hematoma or 
blood clot can serve equally well, as devitalized 
muscle, as a nidus of infection and so, lastly, 
careful attention must be given to hemostasis. 

Washing and washing of a wound with sterile 
water or salt solution or a bland antiseptic, where 
contaminated tissues cannot be sacrificed, is a 
measure of greatest value. One may use a con- 
tinuous stream from an elevated reservoir or in 
smaller. wounds.a bulb “ear” syringe serves ade- 
quately. 





196 CALIFORNIA AND WESTERN MEDICINE 


For traumatic wounds, debridement, already 
discussed, is the most important aspect of treat- 
ment. Rest is second in importance, and the use 
of some antiseptic, acting as the name signifies 
or at least as an inhibitor of the growth of micro- 
érganisms, is third. Specific antitoxin for the 
anaerobes is recommended. 

Rest of the injured area is very important and 
often neglected. It is important, for movement 


ruptures the capillary and lymphatic thrombi by 


which the wound is isolated from the general cir- 
culation, and disturbs the cellular-healing proc- 
esses. It must be done in such a manner, also, 
as to allow continuously an adequate circulation. 
Immobilization in bed or by splinting is often 
wise. Elevation of the extremity to aid blood and 
lymphatic circulation is beneficial. 


The use of an antiseptic locally is. no doubt 
of some value, but too heavy dependence on this 
should not be made. Today the sulphonamides 
are the popular drug, and in fresh wounds seem 
to have a bacteriostatic effect. A “lag period” of 
proliferation of bacteria, of five to six hours, is 
thought to occur. Therefore, in both fresh and 
in postoperative wounds their use is recom- 
mended. 

As to whether primary suture, after debride- 
ment, is to be done, or whether the wound will 
be dressed open, is dependent upon the time and 
conditions under which the surgery is done. If 
the wound is cared for within six hours and can 
be properly debrided, and the patient can be kept 
under direct and continuous observation, cer- 
tainly it is, as a rule, advisable and proper. If so 
done, suturing without tension should be stressed. 
However, if there is doubt as to the elimination 
of all infection, or the patient cannot be kept 
under observation, then the wound should be 
dressed open. It matters little if one uses sterile 
plain gauze, or an antiseptic and gauze, or any 
chemically-impregnated gauze for the wound 
dressing. Each physician has arrived, from ex- 
perience, at his own conclusion, and one is as 
good as another. 

Serotherapy, for the “gas gangrene” anaerobes, 
has proved its value, and we speak from per- 
sonal observation and experience as well as from 
authentic reports in medical literature. A poly- 
valent anaerobic antitoxin from Clostridium 
welchii, 10,000 units, and Clostridium vibrion sep- 
tique, 10,000 units, in the therapeutic dosage ac- 
cording to the clinical response, is of definite 
value, both, we believe, prophylactically as well 
as curatively. We recommend that where gas 
gangrene is anticipated, a therapeutic dose of gas 
gangrene antitoxin be given as prophylaxis, and 
be so given as to provide a continued source of 
supply for absorption by the body, namely, 50 
per cent, intramuscularly, and 50 per cent sub- 
cutaneously. For treatment purposes it should be 
given in adequate dosage, for the reaction is on 
a quantitative basis. The need of treatment is 
judged by the pulse rate and patients’ reactions 
generally, as well as by the local involvement. 
Some believe it of added value if injected locally 
near the wound; although theoretically, since it 
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acts through the circulation, it would not seem 
to be of any material consequence. 

The orderly plan of care of traumatic wounds, 
occurring as visualized under civilian defense, is 
therefore recommended as follows: 

A wound dressing of sterile gauze or antisep- 
ticized gauge or sulphonamide and gauze, should 
be applied at the primary dressing station or by 
the first aid man. Adequate immobilization should 
be obtained. The patient should be transferred to 
the base hospital where the main care is to be 
given preferably within six hours. 

At the base hospital a thorough debridement 
should be done, with primary closure when ad- 
visable, and always immobilization to the injured 
area and elevation if indicated. If the wound 
postoperatively is to be dressed open, it should 
not be uncovered more often than absolutely 
necessary. 

Such is the case of traumatic wounds; yet, as 
a final word in the care of an injured individual, 
let it be remembered always the patient comes 
first, the wound second. 

Woodland Clinic. 


HEAD AND BLAST INJURIES* 


EpMunD J. Morrissey, M. D. 
San Francisco 


[t has been estimated that, in the bombing of 

cities in Great Britain, 25 per cent of all hos- 
pital entries suffered from head injuries. There- 
fore, the proper care for these cases cannot be 
overemphasized. 

Two conditions are met with: those head in- 
juries resulting from direct trauma due to flying 
glass, falling débris, bomb fragments, etc., and 
those due to blast injuries. 


First aid treatment of these cases should 
record: 


1. The presence and degree of shock. 
2. The nature of the head wound. 

3. The period of unconsciousness. 

4. The presence of localizing signs. 
5. The presence of other injuries. 


All patients suffering from head injuries must 
be carefully observed for the early signs of 
shock, and the proper treatment immediately in- 
stituted. 


Scalp Wounds: 


Contusions of the scalp (not associated with 
laceration) and hematomata require no surgical 
treatment. Occasionally the edge of a hematoma 
will be rather firm and the center soft. This is 
often mistaken for a depressed fracture. How- 
ever, the differential diagnosis is easily made by 
keeping firm pressure with the index finger on 
the edge for about ten seconds. If it is a hema- 
toma, the edge will quickly give way. If a de- 
pressed fracture is present, the sharp edge will 
remain. 
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Short, superficial lacerations which do not ex- 
tend through the entire thickness of the scalp, 
only require shaving a small area about the 
wound, removal of any foreign body, application 
of some antiseptic, dusting with one of the sulfa 
drugs, and dressing. 

At first aid or emergency stations treatment 
of the long lacerations and avulsions of the scalp 
should consist only in controlling hemorrhage and 
preventing contamination. The hair is clipped or 
cut from about the laceration, sulfanilamide (up 
to 5 grams) dusted into the wound, and a pres- 
sure dressing applied. At times it may be neces- 
sary to take a few sutures through the scalp to 
stop bleeding. No attempt is made to catch and 
tie bleeders in the scalp unless one of the main 
arteries has been severed. Careful preparation of 
the wound should be reserved until the patient 
has been brought into a fully-equipped hospital 
where complete examination, including x-ray 
studies, may be: made, and where the proper 
facilities are available for taking care of all 
surgical complications existing underneath the 
wound. 


Period of Unconsciousness: 


It is extremely important that the state of con- 
sciousness or unconsciousness of the patient be 
recorded as early as possible. The period of un- 
consciousness is one of the best indications of the 
severity of a brain injury. Increasing stupor 
should suggest cerebral compression from intra- 
cranial bleeding. One point, which cannot be 
overemphasized, is the position of the comatose 
patient. He should be turned on his side so that 
he will not obstruct his air passages by secretions, 
vomitus, or by his tongue. 


Presence of Localizing Signs: . 


Early and rather frequent neurological exam- 
inations are extremely important, and should be 
recorded, together with the time of observation. 
A detailed examination is not necessary. It can 
be done in a relatively short time without adding 
in any way to the shock of the patient. The 
most important points to determine are the evi- 
dence of head trauma (hematomata and lacera- 
tions of the scalp, depressed fractures, bleeding 
or escape of cerebro-spinal fluid from ears, nose, 
or mouth, etc.), the size, shape, and reaction of 
the pupils, the presence of muscle weakness or 
paralysis, and reflex changes. 

Dilated, fixed pupils are associated with a very 
poor prognosis. A dilated, fixed pupil, providing 
the pupils at first were equal and reacted, is very 
suggestive of hemorrhage, either subdural or 
extradural. A mydriatic should never be used, 
as it is far more important to observe changes 
in the pupils than to look for signs of choked 
discs. 

Muscle weakness or paralysis occurring imme- 
diately is the result of cerebral contusion or 
laceration. When it develops, after a period of 
time, one must consider the probability of a 
space-consuming hemorrhage. It is only by doing 
rather frequent neurological examinations that a 
progressing lesion will be recognized. 


HEAD AND BLAST INJURIES 


Presence of Other Injuries: 


Head injuries, especially in bombing raids, are 
often associated with other injuries ; and patients 
must be examined carefully as well for trauma 
to the spine, chest, abdomen, and extremities. 


Treatment: 


Of prime importance in the treatment of head 
injuries, after shock has been combated, is fre- 
quent observation of temperature, pulse, respira- 
tions, and blood pressure for signs of increasing 
intracranial pressure, frequent neurological ex- 
aminations, and careful nursing. In fact, skillful 
nursing is one of the essentials in treatment of 
these cases, and, without it, many patients will 
not recover. 


In the presence of large lacerations, compound 
fractures, or escape of cerebro-spinal fluid from 
ears, nose, or mouth, large doses of one of the 
sulfa drugs should be administered. 


Many of these cases are irrational, restless, 
thrashing about, and extremely difficult to man- 
age. Restraints are contraindicated. In fact, very 
often after the removal of such, the patient will 
immediately quiet down. Sideboards, as a rule, 
will prevent patient, from falling out of bed. 
Fairly large doses of phenobarbital, chloral, or 
paraldehyde will usually quiet them. The use of 
morphine as a respiratory depressant is ordina- 
rily not advisable in head injuries. However, in 
rare instances it may be necessary to use this 
drug, when there is extreme restlessness not con- 
trolled by the usual sedatives, and in those cases 
in which the head trauma is associated with other 
injuries. 

There is no fast rule in regard to the amount 
of fluids to be given in acute head injuries. Under 
ordinary circumstances the fluid intake in the 
first twenty-four hours is limited to 1500 c.c. 
However, this does not hold when a patient is in 
shock, has lost a great deal of fluids, has a high 
temperature, or has sustained other injuries. 


The signs of increasing intracranial pressure 
are slowing of pulse and respirations, rise in 
blood pressure, or widening of pulse pressure, 
and progressing stupor. This is due either to a 
space-consuming hemorrhage or brain edema. 
The former requires surgery. The latter is re- 
lieved by limiting fluid intake, hypertonic solu- 
tions, or spinal puncture with drainage. 

Lumbar puncture is often valuable both as a 
diagnostic and therapeutic measure. The amount 
of blood in the spinal fluid determines to a large 
extent the degree of cerebral contusion or lacera- 
tions, and aids in the prognosis. The measure- 
ment of the pressure is indicative of the degree 
of cerebral compression. Likewise, withdrawal 
of spinal fluid often results in marked improve- 
ment in the patient’s condition. 

A certain percentage of these head injuries will 
require surgery. Although it is not the purpose 
of this paper to discuss in detail operative pro- 
cedures a few definite principals are enumerated. 


Preparation of Field: 
The wound is filled with sterile gauze, the hair 





Unconsciousness 


Temperature 


Pulse and Respirations........... 


Blood Pressure or Pulse Pressure. . 


Spinal Fluid 
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TasLe 1—Differential Diagnosis Points 


Contusion Laceration 


Immediate, 


Fall at first due to shock. 
Rise, following, depend- 
ing on severity. en 
above 104 degrees, re- 
covery rare. 


Rapid in shock. Slow in 
medullary involvement. 

Rapid in medullary fail- 
ure. 


Increase with medullary 
involvement. 


Contains blood — amount 
depends on severity. 
Pressure varies. 


Neurological Findings 


(a) Weakness or paralysis Immediate. 


(b) Pupils Often dilated on side of 


esion. 
Dilated and fixed prog- 


Extradural Hemorrhage 


Stupor coming on after a 
latent period. If initial 
injury, severe latent 
period may be absent. 


No rise. 


Increased. 


No blood unless contusion 
or laceration present. 
Pressure increased. 


Late and progressive. 


Dilated, as a rule, on side 
of hemorrhage. 
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Chronic Subdural 
Hematoma 


Latent period varies from 
few weeks to 


many 


Hither slightly blood 
tinged, xanthochromic 
or clear. Pressure 
varies. 


Gradual and progressive. 
Occasionally on same side 
as, hemorrhage. 


Often dilated on side of 
hemorrhage. 


nosis poor. 


(c) Ophthalmoscopic 
at least. 


X-ray Findngs 
be present. 


clipped and shaved from a large area about 
the laceration, and the field is scrubbed with 
soap, and irrigated with sterile water. Fresh 
sterile gauze is then replaced in the wound, the 
area painted with an antiseptic, and draped. The 
most convenient and best draping is moist towels 
rung out of bichloride of mercury (1 to 1000). 


Anesthesia: 


Operation on these patients is best carried out 
under either local anesthesia, novocaine 1 per 
cent solution with 3 drops of adrenalin (1 to 
1000), to the ounce, or pentothal sodium intra- 
venously. If the latter is used, one must give the 
initial injection slowly, and have oxygen ready 
in case there is any respiratory embarrassment. 


Operation: 


Scalp wounds should be thoroughly debrided 
and enlarged, if necessary to obtain adequate ex- 
posure of any underlying pathology. All foreign 
material should be carefully removed. Depressed 
fractures should be elevated or removed. An in- 
tact dura should not be opened unless a subdural 
hemorrhage is suspected. Dural tears should be 
debrided. All devitalized brain tissue should be 
removed by irrigation and suction. Superficial 
foreign bodies imbedded in the brain should be 
removed, providing their removal does not result 
in further damage to important areas. The wound, 
before being closed, should be dusted with either 
sulfadiazine or sulfanilamide. If drainage is indi- 
cated, it should be done through a stab wound. 


Extradural Hemorrhage: 
These hemorrhages usually occur within the 


Negative first 24 hours, 


Fracture may or may not 


.Bilateral choked discs 
occasionally present; 
greater on side of hem- 
orrhage. 


Negative. 


Usually no fracture. 


Fracture line crossing 
Pineal shifted. 


middle meningeal 
groove usually present. 


first twenty-four hours, and demand immediate 
operation. The typical history is loss of con- 
sciousness immediately following the accident due 
to the concussion, a varying period of conscious- 
ness followed by increasing stupor, signs of in- 
creased intracranial pressure—usually some motor 
paresis,—and a dilated fixed pupil on the side of 
the’ hemorrhage. Treatment is subtemporal de- 
compression, evacuation of the clot, and ligation 
of the middle meningeal artery. 


Subdural Hematoma: 


Subdural hemorrhages may be either acute or 
chronic. The acute subdural hemorrhages are 
usually associated with a laceration and contusion 
of the brain. Operation on these cases is some- 
times helpful. The chronic subdural hemorrhages 
follow apparently minor head injuries, cause 
symptoms from one to several weeks to even 
months after the accident. The symptoms are 
those associated with chronic. increased intra- 
cranial pressure, namely, headache, nausea and 
vomiting, visual disturbances, increasing stupor, 
etc. 


Frequently, in these cases, the neurological ex- 
amination is negative; occasionally, however, 
definite localizing signs are present. Often the 
only finding is a dilatation of the pupil on the 
side of the hemorrhage. 


The spinal fluid may be clear or xantho- 
chromic, its pressure normal or elevated. As a 
rule the total protein is increased. : 


If the pineal gland is calcified, the diagnosis 
may often be made by noting a shift of the gland 
in direct P.A. x-ray views of the skull. 
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The treatment is operation. Usually trephine 
openings, with drainage of the hematoma, is 
sufficient. Occasionally, it will be necessary to 
turn down an osteoplastic flap. One must also 
remember that they are not infrequently bilateral. 


Blast Injuries: 


Although there are many unanswered ques- 
tions relative to blast injuries, certain facts have 
been fairly-well established, both clinically and 
experimentally. 


Individuals in close proximity to an explosion, 
either in air or water, may be killed or seriously 
injured from the effects of the externally applied 
pressure wave. 


The most common lesions are found in the 
lungs and gastro-intestinal tract. Lesions are also 
found in the brain, spinal cord, liver, spleen and 
kidneys. Air blasts are more likely to produce 
serious lung lesions, whereas water blasts tend 
to produce lesions of the intra-abdominal organs. 
However, serious lung and intestinal lesions may 
occur with both types of blast injuries. 


The pulmonary lesions are bilateral, and vary 
from alveolar damage and rupture, with capillary 
bleeding into the smaller bronchioles, to extensive 
injury and destruction of the large portions of 
lung tissue, with occlusion of large bronchi with 
blood clots. Pulmonary edema may occur later 
in varying degrees. 

Two types of lesions are met with in the gastro- 
intestinal tract, namely, contusions and hem- 
orrhage of the bowel wall and perforations. Ex- 
perimentally, these changes are in direct propor- 
tion to the amount of gas in the lumen; and this 
explains why lesions are more common in the 
large bowel. Lacerations and contusions of the 
liver, spleen, and kidneys have been described, 
but are rare and not seen when normal experi- 
mental animals are exposed to blast injuries. 


Petechial hemorrhages in the brain and spinal 
cord have been described by numerous writers. 
These patients suffer from headache, loss of 
memory, personality changes, irritability, motor 
weakness and convulsions. 


Treatment:: 


Persons who have been close to exploding 
bombs, even if they show no evidence of injury, 
require observation for twenty-four hours. 


Shock is common in these cases, must be looked 
for, and properly treated if it occurs. Providing 
the patient’s condition permits, x-rays should be 
taken of chest and abdomen. 


The treatment of the chest injuries will be 
essentially symptomratic: absolute bed rest, seda- 
tives, and oxygen administration for respiratory 
embarrassment. Pulmonary edema may require 
hypertonic solutions and véna section. If pneu- 
monia develops, appropriate sulfa-therapy is in- 
dicated. 

The treatment of intraabdominal injuries will 
require careful judgment, especially since these 
casualties also have, as a rule, definite lung path- 
ology. The perforation of a viscus is the one 
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indication for: immediate surgical intervention. 
This diagnosis is rather difficult to make 
unless the x-ray films of abdomen show the pres- 
ence of free-air in the peritoneal cavity, or unless 
there is evidence of spreading perintonitis. When 
perforation or peritonitis is suspected, continuous 
gastric suction by the Wangensteen or similar 
apparatus should be instituted immediately, and 
continued after operation. The anesthetic, in view 
of the lung pathology, is local, supplemented by 
pentothal sodium if necessary. 


The therapy of the central nervous system 
lesions is the same as indicated in cerebral con- 
cussion and contusions, because, as stated, pete- 
chial hemorrhages scattered throughout the brain 
are the common lesions. 


If cerebral symptoms continue, or especially 
if they become more marked, the possibility of 
subdural collection of fluid must be considered; 
and if diagnostic procedures indicate their pres- 
ence, trephine and drainage should be carried 
out. 

909 Hyde Street. 


THE HOSPITAL: IN EMERGENCY 
MEDICAL SERVICE* 


AntHony J. J. Rourke, M.D. 
San Francisco 


SINCE December 7, 1941, the hospitals in the 

State of California have been undergoing an 
extensive preparation to defend their plants 
against damage by fire or enemy bombs. During 
the same time, they have been carrying on exten- 
sive plans for the organization of the personnel, 
so that they might be prepared to receive large 
numbers.of casualties for treatment within their 
walls. The interest in the above two programs 
has increased and waned in keeping with our 
successes and failures in the Pacific. At the pres- 
ent time, interest in not only hospital protection, 
but in all types of civilian defense has reached 
a very low ebb, and it is with much effort on the 
part of committees that the program is kept 
alive. It would not be correct to say that the effort 
of the past many months has been without value, 
for in a State where natural disaster has pre- 
viously occurred with much destruction of 
life and property, any review of our disaster 
plans is extremely valuable. Many points have 
been learned from the program to date. 


FIRE PROTECTION 


Since the outbreak of the war, all buildings 
have been reviewed for fire equipment. Attics 
have been cleaned out and roofs have been made 
more accessible. Perhaps for the first time in 
many years, fire extinguishers have been com- 
pletely rechecked and refilled ; auxiliary fire fight- 
ing apparatus and trucks have been established 
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in every hospital. Hospital personnel have be- 
come better acquainted with their neighborhood 
fire stations and fire-station personnel. 


EMERGENCY EQUIPMENT 


For the first time during the life of hospital 
administrators, they have given thought to the 
possibility of great numbers of admissions in a 
short period. To handle such a problem, they have 
organized emergency equipment and have looked 
for space to expand. At first thought, hospital 
administrators did not think it possible to devise, 
even on paper, ways and means whereby hospital 
capacities could be greatly enlarged. However, 
upon closer scrutiny, it was seen that class 
rooms, auditoriums, sun porches and waiting 
rooms could be quickly converted to temporary 
wards. It was also realized that existing wards 
could have their capacities increased and private 
rooms could be easily doubled. To take care of 
that expansion, much emergency equipment was 
obtained from the office of Civilian Defense, the 
American Red Cross and from the hospital’s own 
supply. Thinking along this line has been of ex- 
ceptional value, and, as we have seen in certain 
catastrophes which have arisen in this country 
from causes other than enemy action, the possi- 
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bility of great demands for nenmens beds may be 
a reality at any time. 





PERSON NEL 


The organization of the civilian hospital in 
peacetime does not call for anything similar to 
military organization. It was soon realized that a 
peacetime organization could not function during 
the time of disaster, and hospital staffs were 
quickly organized on a military type basis with 
a single commanding officer and his assisting 
staff. Transportation of personnel to the hospital 
during blackouts gave us considerable concern. 
At the same time, it prompted us to develop 
house-staff organization of nurses and physicians 
living at the hospital. Such organizations have 
been in existence since the early days of the war 
and, it is felt, will function if called upon to do 
so. As in peacetime, it was necessary for us to 
develop specialization programs, and, with this 
thought in mind, Mobile Medical Teams, Gas De- 
contamination Squads, Shock and Burn Teams, 
Transfusion Teams and many other specializa- 
tion groups were organized, trained and equipped. 
A skilled surgeon is stationed at the hospital 
entrance to act as Triage officer. It has been very 
comforting to observe the ingenuity of our physi- 
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cians in devising emergency type equipment and 
methods. 


REHEARSALS 


Perhaps the most important functions in morale 
building and training for disaster have been the 
rehearsals which have been held. Many lessons 
were learned in connection with rehearsals. The 
following seem to me to be the most important: 


(1) Rehearsals can be used as a morale-build- 
ing factor. No other part of our defense program 
within the hospital seemed to stimulate the enthu- 
siasm and support of the personnel. The publish- 
ing of bulletins, and the isolated instances of 
demonstration, failed to create the needed enthu- 
siasm. 


(2) It was evident that all employees of the 
hospital should participate in some way in order 
that each might feel a part of the functional unit. 
This was easily made possible by thought on the 
part of the Rehearsal Committee. 


(3) A sufficient number of casualties should 
be available and, in my opinion, a sufficient num- 
ber is 15 more casualties than could possibly be 
handled with the entire staff on duty, and all 
equipment available. In earlier rehearsals where 
only a few victims were admitted, most of the 
staff did not have an opportunity to work actively. 
Consequently, they went away feeling that there 
was too much “make-believe.” On the contrary, 
in those rehearsals where everybody worked, and 
there was much more than could be done, they 
went away with the feeling that they had actively 
participated in a real program. 


(4) Activation of all departments should be in- 
sured by the proper direction on the tags of the 
victims. An important point which was learned 
early in the war was the fact that physicians do 
not need practice in diagnosis since that is their 
life’s work, and they are participating in that type 
of activity daily in their routine work. It was evi- 
dent that we needed practice in traffic manage- 
ment and interdepartmental relationships. In order 
to carry out this idea, all casualties should be 
tagged with instructions which will direct them to 
a specific department, so that the work will be 
evenly distributed and everyone will be busy. 


(5) Casualties should be admitted in such 
order that all departments will start working as 
early as possible during rehearsal. This was ac- 
complished by first admitting a patient to the 
x-ray department; secondly, a patient needing a 
transfusion; thirdly, a woman in labor for the 
maternity division; fourth, a patient who needed 
surgical treatment in the operating room; fifth, an 
hysterical patient admitted to the psychiatric 
ward ; sixth, a child in diabetic coma to the pedi- 
atric ward, etc. In this way, there was no idle 
time during the first half hour of the rehearsal. 

(6) It is very desirable to have a specific point 
at which time all activities will cease regardless 
of at what stage the department is functioning. 

(7) It is very desirable to have a meeting of 
all those who have participated in the disaster re- 
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hearsal. This meeting should not be a post-mor- 
tem of the rehearsal, since frequently unrest and 
dissatisfaction on the part of a few may be con- 
tagious and make others discontented. I strongly 
advise holding such post-mortems in small groups’ 
in specific departments. In this way, the surgical 
division can review its program regarding shock 
and burns by itself, etc. I believe that the general 
meeting should be a morale-building meeting, and 
the time should be given over to two or three 
speakers who have some interesting message re- 
garding war effort. It is always amazing to see, 
collected in one auditorium, the number of people 
who have participated in a rehearsal, as during 
the rehearsal this group is spread around the hos- 
pital so many places that no one realizes the great 
number who are functioning during the program. 
The accompanying diagrammatic sketch shows the 
arrangement of a hospital for the care of the in- 
jured that would come from a local catastrophe 
or bombing. 


SUMMARY 


We, of California, can be very grateful for the 
many points we have learned, and the experience 
we have had since Pearl Harbor. I am sure that 
the hospitals and their personnel will be better 
prepared to meet a disaster of enemy action, 
sabotage or natural forces because of the concen- 
trated thought we have given the subject during 
the past months. 


Clay and Webster Streets. 


SHOCK* 


Rosertson Warp, M.D. 
San Francisco 


"THE best treatment for shock is prevention. 

The guiding principle should be early recogni- 
tion of impending or primary shock, and its early 
treatment, and thus the prevention of secondary 
shock. Accepting these premises, it is not difficult 
to realize the importance of early symptoms. 
British experience indicates that 20 to 30 per cent 
of air raid casualties suffer from severe injuries 
and associated shock. If deaths are to be pre- 
vented, it is necessary to treat prophylactically all 
patients suffering from injuries which may pro- 
duce shock, rather than wait until classical signs 
develop before therapy is instituted. 


PRIMARY SHOCK 


Primary shock due to neurogenic and psycho- 
genic influences follows quickly after receipt of 
trauma and, unless complicated by loss of blood 
or other shock-producing factors, is of short 
duration. The characteristic circulatory change is 
vasodilation. Sweating, relatively warm skin, low- 
blood pressure, feeble and usually slow pulse and 
syncope are the characteristic findings. First aid 
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measures are recumbent position, conservation of 
body heat and relief of pain. If there is not early 
favorable response to therapy, or if there is con- 
siderable blood loss or damage to tissues, second- 
ary shock may ensue, unless appropriate anti- 
shock measures are promptly instituted. Because 
there is no early pathognomonic sign, and because 
recognition of early or preshock states is difficult 
as compared with advanced shock, it is imperative 
to have experienced medical personnel in attend- 
ance, and adequate facilities for observation and 
treatment near the ambulance entrance to all 
casualty-receiving hospitals. Preventative treat- 
ment at this stage is so important, and so much 
more easily accomplished than in the full-blown 
stage described below, that the physician should 
err on the side of over- rather than undertreat- 
ment. A history of trauma, with or without ex- 
ternal signs of injury, in a casualty with a clammy 
pale skin and a pulse rate of 100 persistent for 
several minutes, is presumptive evidence of im- 
pending shock and is sufficient indication for the 
prompt institution of antishock therapy. Casual- 
ties suffering burns which involve more than 10 
per cent of the body surface should likewise be 
considered as potential shock candidates and be 
treated prophylactically. 


SECONDARY SHOCK 


Secondary shock, caused by tissue damage, is 
usually later in onset than primary shock, and is 
likely to develop insidiously an hour or more after 
injury. Advanced shock is not difficult to recog- 
nize. It is characterized by pallor, weakness, 
fatigue, thirst, cold perspiration, rapid thready 
pulse, rapid shallow respiration, low-blood pres- 
sure and collapsed veins. The mental state of the 
patient is not a reliable sign of either the presence 
or severity of shock. 

The predominant characteristic of secondary 
shock is diminution in the effective circulating 
blood volume, accompanied by compensatory vaso- 
constriction. This fundamental circulatory dis- 
turbance results in decreased cardiac output, 
diminshed venous return to the heart, inadequate 
peripheral circulation, and, finally, impaired 
blood supply to the tissues. Hemoconcentration 
and progressive diminution in the blood volume 
occur. If uncorrected, the peripheral arteriolar 
constriction which served to maintain blood pres- 
sure in the presence of a diminshing blood vol- 
ume, is unable to afford adequate compensation. 
The peripheral circulation fails, vasodilation en- 
sues, and the blood pressure drops. A fall in 
blood pressure is therefore a late manifestation 
of shock. Since, due to vasoconstriction, the 
arterial blood pressure may be normal in the 
presence of a dangerous reduction in blood vol- 
ume, measurement of blood pressure is an inade- 
quate guide to the presence of early shock. In 
contrast, blood pressure determinations may be of 
considerable value in deciding upon the efficacy of 
therapy, particularly in regard to plasma dosage. 
Profound physiologic disturbances which are sec- 
ondary rather than causative factors are acidosis 
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(diminished alkali reserve), oliguria or anuria, 
and disturbances of various chemical equilibria. 
The initial reduction of blood volume in sec- 
ondary shock may be due either to loss of whole 
blood (hemorrhage) or to loss of plasma (burned 
surfaces, injured tissues), or both. Dehydration, 
fatigue, pain, fear, and exposure to cold con- 
tribute further to its development. During the 
early phases of shock due to hemorrhage, initial 
dilution of the blood by fluid drawn into the cir- 
culation from the tissues occurs, unless dehydra- 
tion is present. In inadequately-treated shock, 
especially when hemorrhage has occurred, hemo- 
concentration due to plasma loss is a relatively 
late characteristic, representing loss of plasma to 
the tissues in excess of the loss of whole blood. 
If adequate therapy is not instituted promptly, 
such a loss of plasma will lead to irreversible 


shock much more readily than will an equal loss 
of whole blood. 


When the loss of whole blood predominates 
over the loss of plasma in a normally-hydrated in- 
dividual, hemoconcentration may not occur, even 
though shock is advanced. In such instances 
hemoglobin and hematocrit determinations will 
merely show evidence of anemia. 


However, low hemoglobin and hematocrit find- 
ings, coupled with a low plasma protein level, 
mean acute blood loss, and indicate the need for 
prompt plasma therapy to combat shock, followed 
by whole blood transfusion, if the blood loss has 
been severe. 


PREVENTION OF SHOCK 


Since our primary object is the prevention of 
shock, there should be some emphasis placed upon 
the handling of casualties up to the time of their 
arrival at the hospital. Definitive treatment for 
the varied types of injuries will be covered in 
other sections of this series, but much can be done 
to lessen this work by the physician in charge of 
first aid. This is especially true in shock pre- 
vention 


Control of Hemorrhage: 


Hemostasis should be accomplished, if possible, 
by elevation of the extremity, the application of 
pressure dressings, the use of ptessure over the 
artery proximal to the wound, the insertion of 
sterile gauze packs or even ligation of the vessel 
if facilities are available. Only when these meas- 
ures have failed should a tourniquet be applied. 
British experience has indicated that tourniquets 
are rarely necessary in the first aid treatment of 
air raid casualties. 


If a tourniquet is used the following precau- 
tions are necessary: 1. Both venous and arterial 
circulation must be occluded. 2. TK should be 
marked on the casualty’s forehead and the time of 
application noted on casualty identification tag 
attached to the wrist at the site of the incident. 
3. No bandages should cover or hide the tourni- 
quet. At the receiving hospital, loss of plasma into 
damaged tissue should be prevented by substitut- 
ing pressure dressing for tourniquet or amputat- 
ing before its removal. 
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Fig. 1 and Fig. 2.—Graphic Comparison of Shock and Hemorrhage as Shown by Physical and Laboratory Tests. 


Relief of Pain: 

Since pain is one of the prime factors in pro- 
ducing shock, its early relief by hypodermic ad- 
ministration of 44 to %4 grain of morphine is .in- 
dicated. This should be almost routine except 


that in restlessness and pain due to intracranial 
injuries sodium phenobarbital or sodium amytal 
are indicated in adequate dosage. In many cases 
morphine should be given -before rescue from 
fallen timbers is begun. The time and dose should 
always be noted on the identification ‘slip. 
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Immobilization of Fractures: 


Splinting of fractures results in minimizing 
two important factors in the production of shock- 
soft tissue damage and pain. Every effort should 
be made to splint fractures before transportation, 
and the experience in England has shown that 
traction splints are seldom necessary or advisable 
for transportation over city streets to the receiv- 
ing hospital. Well-padded splints fixed firmly 
above and below, but not over the fracture site, 
are the best and most easily applied means of 
immobilization. These should include joints on 
either side of the fracture. Folded newspapers, 
blankets or pillows are often satisfactory. 


Care of Wounds: 


The care and promptness of the first aid treat- 
ment of open wounds (including burns) is of 
great importance in determining the likelihood of 
subsequent severe infection. It is better to leave 
a wound undressed than to give first aid care- 
lessly. 

As a result of British experience with the first 
aid treatment of air raid casualties, several points 
may be emphasized. Most air raid victims are ex- 
tremely dirty and begrimed,; their wounds are 
contaminated with dust, dirt, and débris, making 
impossible any attempt at adequate cleansing by 
first aid workers. Emphasis should be placed on 
the rapid removal of casualties from the site of 
disaster to casualty-receiving stations or hospitals, 
where facilities necessary for proper treatment 
are available. Unless a wound is bleeding pro- 
fusely, it should be left alone except for the appli- 
cation of a sterile dressing to prevent further 
contamination during transportation to a place 
where aseptic technique can be observed. The 
chief exception to this rule is in the care of a 
sucking wound of the ‘chest where immediate 
sealing by the best available means should be 
carried out. A moist dressing held in place by 
pad snugly strapped to the chest by adhesive serves 
well. Sterile sulfa powder should be sprinkled in 
the wound before application of sterile dressings. 
No strong antiseptics should be used. 

Further contamination of wounds by droplet 
infection should be avoided by those giving first 
aid. 


Maintainence of Body Temperature: 


Since a definite relationship exists between the 
loss of body heat and the onset of shock, every 
effort should be made to prevent or correct 
chilling. Blankets under and over the patient, 
preliminary dressing in a warm place, removal of 
wet clothing and warming devices in the ambu- 
lance or other transportation are the safest and 
most easily-applied measures. The use of exter- 
nal heat must be cautiously applied because of the 
danger of burns and the danger of overheating. 
The latter danger has been emphasized by British 
experience (2) where it has been suggested that 
further depletion of an already reduced volume of 
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circulating fluid may be brought about by peri- 
pheral vasodilation. 


Shock Position: 


In general a positon with the head slightly be- 
low the horizontal is advisable to maintain circu- 
lation to the brain, but this procedure must be 
avoided in head injuries and where uncontrolled 
bleeding of nasal and other head and neck wounds 
is present. 


TREATMENT OF SHOCK 


Restoration of the circulating fluid volume to 
normal is the prime and most important thera- 
peutic measure, not only for prevention of, but 
for treatment of established secondary or trauma- 
tic shock. Rapid and lasting accomplishment of 
this restoration of blood volume is best attained 
by intravenous infusion of adequate amounts of 
whole blood, blood plasma or serum. There is no 
accurate way in which to predict the proper 
dosage. The all-important point is to give blood 
plasma or serum early, and to give it in sufficient 
quantity to produce the desired effect. Restora- 
tion of normal blood volume is the aim. The 
quantity must be sufficient to accomplish this. 
Any quantity less than this means that the patient 
has been inadequately treated. 

The two rules which follow are of value in 
estimating the amount of plasma necessary for 
treatment, but final dosage is based upon clinical 
results: (1) give 100 c.c. of plasma for each 
point the hematocrit reading is above the normal 
of 45, and (2) where hemoglobin determinations 
are used, give 40 c.c. of plasma for every point 
the hemoglobin reading exceeds 100. 


The decision as to the use of whole blood or 
plasma should be made upon whether hemorrhage 
has accompanied or has been contributory to the 
shock. Although the establishment of blood banks 
in many communities has lessened the difficulty of 
obtaining suitable whole blood, the trend of emer- 
gency treatment is toward blood derivatives such 
as plasma, serum and serum albumen for shock 
because of the ease of transportation, storage and 
administration. Their chief virtue lies in the fact 
that the protein content restores blood plasma vol- 
ume physiologically, while at the same time they 
can be given more rapidly than whole blood and 
without the necessity of typing or cross-matching. 

_ The rare air raid casualty that dies of hemor- 
rhage is usually the one that succumbs to acute 
blood loss before medical aid is available. So long 
as normal blood volume is maintained by plasma 
infusions, the transfusion of whole blood can 
almost be relegated to a nonemergency procedure 
to be used for the replenishment of erythrocytes 
in the cases of prolonged bleeding or posttrau- 
matic anemia. 


SERUM AND PLASMA 


Since whole blood is rarely indicated in air raid 
emergencies and since serum albumen, bovine and 
other preparations are still in the experimental 
stage, the following discussion will be devoted to 
serum and plasma. 
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There is little difference between the relative 
virtues of plasma and serum, provided both have 
been properly prepared (i.e., sterile and free from 
pyrogens). 

Plasma is suitable for use without preliminary 
laboratory typing and compatiblity tests, and is 
free from the danger of severe reaction attendant 
on the use of whole blood. It is not necessary to 
warm plasma before administration, and it can be 
given as rapidly as the needs of the recipient 
warrant. It must be filtered, however, while being 
administered. 

Plasma is currently stored in one of three 
ways: namely, as liquid plasma, frozen plasma 
or dried plasma and is prepared and adminis- 
tered as shown below. Liquid plasma is the basic 
form and may be stored for one year at room 
temperature provided enough 50 per cent dextrose 
has been added to make a 5 per cent final concen- 
tration of dextrose. 


ADMINISTRATION OF PLASMA 


As a general rule, plasma should be given by 
the intravenous route, as are glucose and saline 
solutions. A filter is always used in the intra- 
venous set-up. There are many times, however, 
when, because of extensive burns or collapse of 
the veins due to profound shock, the intravenous 
administration is difficult or impossible. In these 
instances the most effective and rapid method of 
reaching the general circulation is by introduction 
of a needle into the bone marrow of the sternum 
in adults or the tibia or femur in children. The 
technique of this procedure is simple. The skin is 
prepared in the usual manner, then 2 or 3 c.c. of 
1 per cent procain are injected in skin and peri- 
osteum, a short, styletted 10-to-20 gauge, needle is 
introduced at an angle of 45 degrees to the skin 
surface with a rotating or boring motion until a 
sudden decreased resistance is noted. This indi- 
cates that the needle has erttered the marrow 
space. The stylet is removed, a syringe applied 
and marrow fluid aspirated. The intravenous set 
is attached to the needle and either rapid or slow 
infusion is carried out. 


PREPARATION OF PLASMA FOR USE 


1. Liquid plasma should be kept at a tempera- 
ture of 55° to 100° F. and is available for imme- 
diate use. 


2. Frozen plasma must be properly thawed 
before administration; otherwise, considerable 
precipitation of fibrin will occur. The precipita- 
tion of fibrin does not render plasma toxic, but 
makes it extremely difficult to administer. In 
order to prevent this, it is necessary to thaw the 
plasma rapidly in a constant temperature water 
bath at 98.6° F. (37° C.). Thawing is usually 
complete within 20 to 30 minutes. The speed of 
thawing may be increased by providing for con- 
stant circulation of water in the water bath. In 
an emergency, it is possible to thaw plasma ade- 
quately in tubs and basins, using the available 
supply of hot and cold water providing the tem- 
perature is maintained with a thermometer at 37° 
to 40° C. If controlled temperature hydrotherapy 
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baths are available, they will serve ideally for the 
thawing of frozen plasma. 


3. Instructions of reconstituting dried plasma 
are furnished with each individual package. 


4. Plasma or blood should not be artificially 
heated except by means of a 98.6° F. (37° C.) 
water bath. 


5. Administration of blood or plasma at room 
or even at ordinary ice-box temperature 35° to 
42° F. (2° to 6° C.) is not harmful. 


SURGICAL TREATMENT OF CASUALTIES EXPOSED 
TO SHOCK-PRODUCING INJURIES 


(a) Time of Operation: 


Early operation on casualties is indicated for 
many reasons. This is particularly true in those 
instances in which bleeding cannot be stopped by 
simple means, and in which there are penetrating 
wounds of hollow viscera, such as the intestinal 
tract. The length of time separating the injury 
and operation is an important factor in determin- 
ing how wounds should be treated, and whether 
shock and other complications will develop. In 
general, it may be stated that the mortality will 
vary directly with the time intervening between 
the major injury and operation. Plasma or blood 
should be given during and after the operation to 
prevent relapse into the shock state. 


(b) Anesthesia: 


Since only in the most exceptional circum- 
stances should any operative procedures be under- 
taken while a patient is in shock, it will rarely 
be necessary to use anesthesia in shock cases. 
There are three main points to be borne in mind 
before administering an anesthetic agent to a pa- 
tient who has suffered shock: 1. Deep anesthesia 
in any form is contraindicated. However, it must 
be remembered that inadequate anesthesia may 
itself result in shock. 2. The amount of anesthetic 
agent that will produce light anesthesia in normal 
patients may be an overdose for such patients. 
3. Respiratory function must not be embarrassed 
by undue stimulation, interference with the air- 
way, or inadequate oxygenation. 


The ideal anesthetic to be used in these patients 
has not been found. Problems which influence 
the choice of anesthetics are the general condition 
of the patient, the type of wound, the part of the 
body involved, and the length of time between in- 
jury and operation. In addition to strictly physio- 
logic factors, other considerations are also impor- 
tant in choosing anesthetics for emergency pur- 
poses. These include bulk, weight, transportabil- 
ity, explosibility, and fire hazard. 

Air raid casualties who are buried under débris 
require special consideration. They are likely to 
be in shock, and often suffer from dehydration. 
Extrication from wreckage may in some instances 
be possible only by amputation of a limb. The 
type of anesthesia administered to such casualties 
will depend on the part of the anatomy in reach, 
the choice usually lying between open ether, in- 
travenous morphine, or barbiturates. Patients 
with facial injuries likewise present special anes- 
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thesia problems. Under such emergency condi- 
tions intravenous barbiturates may be useful 
when there is no danger of inhaling blood and 
when veins are accessible. In some instances 
endoctracheal anesthesia may be necessary. 


Nitrous oxide-oxygen anesthesia gained consid- 
erable popularity in the last war, due in large part 
to the observation that animals anesthetized with 
gas-oxygen mixtures were more resistant to hista- 
mine shock than those anesthetized with ether. 


Cyclopropane is a satisfactory anesthetic agent 
for casualties who have suffered from shock, be- 
cause it can be administered with high concentra- 
tions of oxygen and with minimum toxic effects. 
The greatest drawback to its use is its high ex- 
plosibility. As with other gaseous anesthetics, 
there is difficulty in transportation because of cyl- 
inder bulk. Ethylene presents no significant ad- 
vantages over cyclopropane. 


Ether is probably the safest of all inhalation 
anesthetic agents; especially when combined with 
oxygen. It appears likely that its harmful effects, 
except for prolonged operative procedures, have 
been overemphasized. 

Spinal anesthesia is ideal for operations on the 
lower extremities and lower abdomen in patients 
in whom the blood volume and blood pressure 
are not significantly depressed. It should never 
be used on a patient who is in shock or has 
recently recovered from shock. 


Recent advances in the use of intravenous an- 
esthetic agents indicate that they may be suitable 
for brief anesthesia in patients suffering from 
traumatic injuries. A number of short-acting bar- 
biturates are available and, if given in small 
amounts repeatedly, they may be of value under 
special emergency circumstances. The use of these 
drugs is, however, not without danger. One 
should avoid large doses of such agents in casual- 
ties in poor condition, since they are capable of 
causing histotoxic anoxia. It is essential that an 
attendant be present at all times in order to make 
sure that an open airway is maintained and that 
a high concentration of oxygen is supplied in the 
inspired air. Intravenous agents have the advan- 
tages of small bulk and weight, and freedom from 
fire and explosion hazards. 

Local or regional block anesthesia is the best 
for operations on patients in shock and should 
be used whenever possible. 

From the anesthesia viewpoint, all hospitals 
treating casualties can function quite satisfac- 
torily with a few relatively simple substances; 
namely, procaine, and intravenous barbiturates 
such as pentothal, and oxygen-ether. 


(c) Penetrating Wounds: 


Penetrating wounds require special considera- 
tion because improper treatment of them is likely 
to result in shock. The care of these wounds is 
covered in another paper of this symposium. 


(d) Postoperative Care: 


The postoperative care of a shocked patient is 
similar in many respects to his preoperative care 
and is as important: After operation, careful ob- 
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servation and treatment of the patient are neces- 
sary to prevent recurring shock. 


SUMMARY OF SHOCK TREATMENT 


1. Prevent its development. 

2. Stop bleeding. 

3. Relieve pain. 

4. Avoid continued tissue damage by such 
measures as splinting of fractures, et cetera. 

5. Maintain body temperature—prevent chill- 
ing—do not overheat. 


6. Place in shock position, unless contraindi- 
cated. 


7. Give sufficient whole blood, plasma, or 
serum as soon as possible. 


8. Administer warm fluids as indicated. 


9. Choose an anesthetic. agent which will not 
aggravate the condition. 


10. Do necessary surgery as quickly, and with 
as little tissue damage, as possible, but only after 
shock has been controlled. 


11. Carefully observe the shocked patient post- 
operatively. Do not let him relapse into shock. 
Remember that the primary disturbance in shock 
is diminution in the effective circulating blood 
volume. Treat it by intravenous administration 
of blood, plasma, or serum. 

384 Post Street. 
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for C.P.S. to operate its professional program 
free-handedly. It would seem, therefore, that 
when, as and if government participates widely in 
the provision of medical service for the popula- 
tion or parts thereof, C.P.S. and similar organi- 
zations could well be used as the instruments to 
furnish the professional services required under 
the programs. 

At the conclusion of the Secretary’s testimony, 
Senator Pepper stated that C.P.S. will be the 
object of further study by his committee. 

Dr. Larsen and the Secretary left Washington 
feeling that the attitude of Senator Pepper and 
his committee is one of deep interest in the ex- 
tension of medical care and the methods by which 
it may be accomplished, with due consideration 
for the rights and customs of the various groups 
concerned.* 

153 Kearny Street (8) 


If you have genius, industry will improve it; if you 
have none, industry will supply its place—Sir Joshua 
Reynolds. 


*Mr. Albee Slade discussed a general health program 
and California Physicians’ Service, but Secretary Kelly 
and Medical Director Larsen of C.P.S. had to leave before 
Mr. Slade made his remarks. 
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CALIFORNIA PHYSICIANS’ SERVICE* 


REPORT ON HEARING BEFORE U.S. SENATE SUB- 
COMMITTEE ON WARTIME HEALTH AND 
EDUCATION 


T. Hensnaw KeEtty, M.D. 
San Francisco 


ON August 24, 1944, the Secretary of the 

Board of Trustees of California Physicians’ 
Service received a telegram from the Honorable 
Claude Pepper, United States Senator from 
Florida, Chairman of the Subcommittee on War- 
time Health and Education of the Committee on 
Education and Labor, requesting his presence on 
the morning of September 20th to testify before 
the Subcommittee concerning the organization 
and purposes of California Physicians’ Service. 
After consultation with President Ray Lyman 
Wilbur, a wire was sent, stating that the Secre- 
tary would be present, and it was decided further 
that in order to have the greatest amount of in- 
formation available to the committee if it so de- 
sired, Dr. Larsen, the Executive Medical Director 
would accompany the Secretary. 


The Secretary and Dr. Larsen arrived in Wash- 
ington on September 17th, and attended hearings 
before the committee on September 18th, 19th 
and 20th, and had numerous consultations con- 
cerning C.P.S. and its activities with representa- 
tives of the Social Security Board, the United 
States Public Health Service, the Federal Public 


Housing Authority and the Farm Security Ad- 
ministration. 
The members of the Senate Subcommittee on 


Wartime Health and Education are: Claude 
Pepper (Florida), chairman, James M. Tunnell 
(Delaware), Elbert D. Thomas (Utah), Robert 
M. LaFollette (Wisconsin), Kenneth S. Wherry 
(Nebraska). 


Heard before the committee were: 


Monday, September 18th: 


1. Dr. R. L. Sensenich, Board of Trustees, 
American Medical Association 
Dr. Harvey Stone, Committee on Hospitals 
and Medical Education, American Medi- 
cal Association 


2. Dr. Roger I. Lee, President-Elect, American 
Medical Association, and Chairman, Joint 
Committee on Postwar Medical Service 

Prof. Walter W. Palmer, Chairman, Com- 
mittee on Postwar Medical Service, Amer- 
ican College of Physicians 

3. Mr. William Green, President, American 
Federation of Labor (or a personal rep- 
resentative of Mr. Green) 

Mr. Robert Watt, International Representa- 
tive, American Federation of Labor 

4. Dr. Jean Curran, Dean, Long Island Col- 
lege of Medicine, and member of the 
board, Bingham Associates Fund 


* Ed. Note.—For easier reference, the report by Dr. T. 
Henshaw Kelly is placed in this department of CALIFORNIA 
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Dr. Samuel Proger, Medical Director, Pratt 
Diagnostic Hospital, Boston, Massachu- 
setts 

5. Dr. C. Rufus Rorem, Director, Hospital 
Service Plan Commission (Blue Cross 
Plans ) 


Tuesday, September 19th: 


1. Mr. Philip Murray, President, Congress of 
Industrial Organizations (or a personal 
representative of Mr. Murray) 

Mr. George Addes, Secretary-Treasurer, 
United Automobile Workers, Congress of 
Industrial Organizations 

. Dr. Victor Heiser, Chief Medical Con- 
sultant, National Association of Manufac- 
turers 

. Dr. Leverett D. Bristol, Chairman, Health 
Advisory Council, U.S. Chamber of Com- 
merce 

. Dr. John P. Peters, Secretary, Committee of 
Physicians for Improvement of Medical 
Care 

5. Dr. George Stevenson, Medical Director, 
National Committee for Mental Hygiene 

6. Dr. E. I. Robinson, President, National 
Medical Association 


Wednesday, September 20th: 


1. Dr. Ernst P. Boas, Chairman, Physicians 
Forum 

2. Dr. John Radford Boling, President, Florida 
State Medical Society 

3. The Honorable Fiorello LaGuardia, Mayor, 
New York City 

4. Dr. Perry Prather, General Practitioner, 
Hagerstown, Maryland 

5. Dr. T. Henshaw Kelly, Secretary, Califor- 

nia Physicians’ Service 

6. Mr. Albee Slade, Congress of Industrial 

Organizations. 

The representatives of C.P.S. were deeply in- 
terested in the nature of the material which the 
committee, with Senator Pepper doing the ques- 
tioning, was endeavoring to develop, as they had 
heard various reports as to the purposes of this 
committee in holding these hearings. It became 
evident that Senator Pepper feels that the Wag- 
ner-Murray-Dingell Bill may have rough sled- 
ding, and being himself interested in the develop- 
ment of increased medical service in the United 
States, is considering the development of a bill 
which might accomplish this purpose without 
going as far as national compulsory prepaid 
medical care. 

Perhaps the purpose of this hearing can best be 
explained by the questions which Senator Pepper 
asked everyone who testified before his commit- 
tee: 

1. Do you believe that there is sufficient good 
medical service available to all the people of the 
United States? 

2. Do you agree that the Federal Government 
should appropriate money which could be matched 
on an equitable basis by money from states or 
political subdivisions thereof, to provide and equip 
hospitals, diagnostic centers, infirmaries or other 
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necessary medical facilities in areas where they do , 


not now exist, the neéd therefor to be shown by 
the states or political subdivisions thereof and ap- 
proved by such federal authority as might be 
named in the act? 


3. How should these facilities be staffed and 
operated to the best interests of all concerned? 


4. Do you believe that the Federal Government 
should appropriate funds to be matched as above, 
which funds could be used to further the develop- 
ment of, or initiate, plans for the furnishing of 
prepaid medical care in cities, counties or states 
where they already exist, or where they might be 
initiated after the plans have been approved by 
the state authority and the Federal authority 
named in the act? 


5. How do you believe that these funds could 
best be used to accomplish the above purpose? 

The great majority of those appearing. before 
the committee agreed that there must be some 
effort made to provide prepaid medical service for 
large groups of people by some means or another. 
The representatives of the A. F. of L. and the 
C.I.O. and Mayor LaGuardia plumped flat-footed 
for the Wagner-Murray-Dingell Bill, while in 
general the opinions of the others leaned toward 
the stimulation and extension of voluntary plans 
in which the matter of subsidy for some of the 
low income groups might be considered. 

Senator Pepper himself, during the course of 
the hearings, stated that it is his firm determina- 
tion to see these purposes, described above, 
carried out, but that as he is a “good States’ 
rights-er,” he leans towards methods suggested 
by his questions rather than to nation-wide com- 
pulsion, and that he believes that from the devel- 
opment and operation of numbers of plans, much 
may be learned about how to formulate a national 
plan, if that should become necessary. 

The answers to the other questions by most of 
the participants were fairly generally theoretical, 
and in some cases nebulous, but most of them 
yearned towards professional control of the medi- 
cal service to be provided. 

It is not presumptuous to say that California 
Physicians’ Service, with five years of operation 
behind it and its experiences with the Rural 
Program for the Farm Security Administration 
and the War Housing Program with the Federal 
Public Housing Authority, has practical answers 
for all of Senator Pepper’s questions. 

Little time was spent by the Secretary in going 
over the organization and operation of C.P.S., as 
that had been covered in a long prepared state- 
ment filed with the committee, and he devoted 
most of his time before the committee to the 
answers to the questions mentioned above. 

1. C.P.S., by its very organization; recognized 
the need for prepayment of medical service by 
large groups of the population, and in its opera- 
tions has found the lack of effective medical facili- 
ties in considerable areas in California, and has 
cared for large groups of people from other areas 
in the country whose physical condition is mute 
testimony to lack of medical care. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 61, No. 4 


2. Federal funds are undoubtedly necessary in 
some parts of the United States to provide lack- 
ing medical facilities, and in other areas not so 
poor, will do much to stimulate the provision of 
such facilities not already provided. Senator 
Pepper himself laughed, and said that if the Fed- 
eral Government made half a million dollars 
available to a State on a 50-50 basis, if the present 
governor of the State did not get that money, 
“the next governor would.” 

3. C.P.S. is already operating with its own 
staff facilities which were provided by the Federal 
Government on the War Housing Projects in 
which C.P.S. operates its medical service pro- 
gram, and this operation of Federally-owned 
facilities goes on without difficulty or interference 
by the governmental agencies in the medical serv- 
ice program. This could well serve as a pattern 
for the operation of much larger facilities in the 
communities wherever they might be provided. 


4. It has already become evident to C.P.S. that 
the indigent population and the lowest income 
workers will undoubtedly require funds other 
than their own for their satisfactory medical care. 
For the indigents, these funds now are and will 
be derived from tax money. The funds necessary 
for the low income workers must also come either 
from industry, as part of their wage, or from tax 
money, or both. C.P.S. has noted an increasing 
participation by employers in the prepayment of 
their employees’ medical care, and it can be 
argued that the health of a man and his family is 
part of a reasonable reward for his work. How- 
ever, it is unquestionable that participation by the 
Federal Government and states or political sub- 
divisions thereof in the prepayment of care for 
these groups will hasten the provision and exten- 
sion of their medical service. 

5. Funds made available could be used to assist 
in the development of plans already existing and 
operating, if such plans are approved by the 
designated authorities, both state and Federal, or 
could be used to initiate the organization and 
operation of other plans in needy areas, after 
similar approval. The character of plans would 
of necessity differ in different areas, and much 
could be learned from their experience. C.P.S. 
itself has already learned that medical service 
plans can be operated for the Federal Govern- 
ment without interference by the Federal agencies 
in the professional control of the medical service, 
and there is no doubt that a satisfactory State- 
wide medical service plan could be operated by 
C.P.S. for any given group of the population, as 
an agent of the government, working under agree- 
ments along the lines of those existing with the 
Farm Security Administration, the Federal Pub- 
lic Housing Authorities and the Local Housing 
Authorities. There has always been considerable, 
and at times violent, discussion concerning the 
terms and content of the proposed agreements or 
contracts with the governmental agencies con- 
cerned, such as occurs frequently when private 
contracts are under consideration, but once the 
terms have been agreed upon, it has been possible 

(Concluded on Page 206) 
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PARTICIPATION OF THE MEDI- 
CAL PROFESSION IN THE 
WAR. EFFORT 


U. S. Casualties 389,125 


Losses for Army, Navy Announced 


Officially announced casualties among the United 
States fighting forces have reached a total: of 389,125. 

Secretary of War Stimson said on September 14, that 
Army casualties for all theaters through August 29, 
based on reports to next of kin, total 327,616, an in- 
crease of 21,821 from the total given a week ago. The 
ona Navy casualty list reports 61,509, an increase of 
1,545. 

The Army casualties, with comparable figures for a 
week ago, follow: Killed 62,357 and 57,677; wounded 
172,042 and 156,933; prisoners 48,181 and 45,218; missing 
45,036 and 45,967 (A reduction arising out of transfer 
to other categories). 

Of the Navy total, 24,450 were killed, an increase of 
524 over the previous week; 23,064 wounded, an increase 
of 1,170; 9,529 missing, a decrease of 149; 4,466 prison- 
ers, unchanged from the previous week. 


Board Told of Navy Plan for New Hospital 
in San Francisco 

Plans for construction of a $6,000,000 Naval Hos- 
pital in the vicinity of McLaren Park were disclosed to 
the San Francisco Board of Supervisors on September 
11. 

Supervisor Dewey Mead made the disclosure when the 
problem of setting new boundaries for the park came 
before the board. He said he had been advised by a 
Navy officer that the project will require about 100 acres 
of land—San Francisco Examiner, September 12. 


Richmond Doctor Shortage 


Numerous complaints on the serious shortage of medi- 
cal care in Richmond are well founded, city officials, 
labor leaders, local doctors.and Federal and State officials 
were informed at a meeting held on August 25, called to 
discuss the vexing problem. 

Dr. Harold Fletcher, state chairman of the procure- 
ment and assignment service, was authority for the 
statement on the lack of adequate medical care, as the 
representatives in attendance discussed future plans by 
which they hope to bring more doctors to Richmond. 

The group was told that in pre-war Richmond there 
were 22 doctors. The population of the area has in- 
creased more than 100,000 and the number of doctors 
has increased by two to 24. 

At the same time it was pointed out by labor repre- 
sentatives that while the nation enjoys one doctor to 
every 1,500 persons, the war crowded community here 
has one doctor to every 5,600 people. 

The round table discussion, held in the Labor Temple 
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on Fifth street, lasted three hours and during the meet- 
ing labor representatives declared that it is possible the 
U. S. Public Health Service will be asked to send doc- 
tors into the area wearing the uniform of the public 
health service. 


“Under such circumstances,” labor said, “the doctor 
would have an assured income, he would not be subject 
to state licensing laws and could be withdrawn when the 
war was over and the population assumed more stable 
proportions. He would not be competing with local 
doctors.” 


The procurement and assignment service representa- 
tives admitted that they need at least eight or 10 doctors 
in the area, but “we can not solve the problem because 
we do not have the authority to bring these doctors in 
here.” 


Labor indicated that it would seek legislation “to per- 
mit loosening of restrictions during this critical period 
to permit some solution of a dangerous situation.” 


Another proposal from labor was that a local medical 
advisory committee be formed under the representation 
from psysicians; auspices of the city council with labor 
and business. Richmond physicians present indicated 
their approval of this plan. 


Los Angeles County Doctor’s Missing Book Found 
With Dead Japanese 


When Dr. Edwin Lee of Downey, Calif.. was a stu- 
dent at Loma Linda Medical Division of the College of 
Medical Evangelists of Los Angeles. an instructor told 
the students to buy Kellogg’s Surgical Approaches to 
Anatomy. Dr. Lee bought his volume and put his name 
on the fly leaf. One day it vanished from his book shelf. 
He sought it in vain and finally bought another. The 
other day he received the book from a former classmate, 
Major L. Lawrence Whitaker,. medical officer with the 
American forces that took Attu. The major and another 
Loma Linda classmate had discovered it in a Japanese 
hospital on the island, following the occupation by the 
Americans. A letter from Major Whitaker told Dr. Lee 
of the weird incident of finding the book. After the 
Americans had completed the bitter job of wiping the 
tenacious Japs out of Attu, Major Whitaker and a group 
of officers examined the garrisons where the Jap com- 
mand had its headquarters. When they entered the under- 
ground hospital they found that 18 of the Jap wounded 
had been killed by morphine. They lay on their backs, 
their hands folded across their chests, stiff in cold death. 
The doctor who had killed his patients lay sprawled on 
the floor—he had put a bullet through his head. Major 
Whitaker and his classmate recognized the doctor as 
their former classmate Paul Tatsuguchi, who had been 
in college with them for four years. He had received his 
medical degree with them and had taken the California 
state medical examination with them when they did. 

The two officers found his personal effects and, in 
going through them, discovered a diary which he kept in 
English during the last sixteen days, when the Japs 
realized that resistance would prove useless. He related 
what was happening as the battle of Attu began deplet- 
ing the Jap garrison and wounded soldiers were being 
brought to the hospital. He methodically set down the 
number of patients he was treating and what he was 
doing for each one. He told how he had contracted 
diarrhea and how ill he was. On the last day, when the 
Japs knew that the end had come, he described how he 
had killed each of his patients. He wrote a farewell note 
to his wife and two children who lived in Japan. In final 
rite he wrote a rededication of himself to his emperor, 
setting down a renewal of his oath and then, according 
to the grim evidence, took his life. 

In addition to the diary, one of the Loma Linda class- 
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mates picked up a volume that had a familiar appear- 
ance; it was “Surgical Approaches to Anatomy,” a book 
that recalled many memories. The two officers examined 
it, and there on the fly leaf they found the name of Ed 
Lee. It had been crossed out and beneath it was written 
that of Paul Tatsuguchi. 


Citation for Commander Glenn G. English (MC) 
U.S.N.R. 


Saipan, Marianas Islands—(Delayed)—For his in- 
trepidity and courage in establishing an aid station to 
care for and evacuate wounded Marines during the first 
bloody hours of the fight for Saipan, Navy Commander 
Glenn G. English, 46, of Los Angeles, a member of the 
Los Angeles’ County Medical Association, has been 
highly praised by Colonel James P. Riseley, commanding 
the Sixth Marine Regiment. 

Colonel Riseley described the “conspicuous gallantry” 
of Commander English, who, as regimental surgeon, 
“landed and established a sorely needed aid station despite 
terrific mortar, artillery and small arms fire that was 
falling on the beach strewn with dead and wounded men. 

“While others were taking cover,’ he said, “Com- 
mander English went about his work with cool efficiency, 
disregarding the heavy enemy fire that was causing many 
casualties about him. The gallant action of Commander 
English in caring for the wounded without regard for 
his personal safety, despite this heavy fire, saved the lives 
of many wounded Marines. 

“His courage and bravery were an inspiration to the 
officers and men under his command and to wounded 
Marines arriving at the beach.” 

Commander English makes his home with his wife at 
1017 South Orlando Avenue, Los Angeles. He served 
with the Marines on Iceland, at Guadalcanal, ‘Tarawa, 
Saipan and Tinian. He is an Indiana University graduate. 


National Postwar V.D. Control Conference 


A national conference on postwar Venereal Disease 
control will be held in St. Louis, Missouri, November 
9-10-11, under the auspices of the U. S. Public Health 
Service. 

Purpose of the meeting is to bring together leading 
experts in all phases of VD control who will determine 
the best methods for giving wide application of recent 
advances in treatment of both syphilis and gonorrhea. 
Special emphasis will be devoted to the problems of VD 
control during the postwar demobilization period. 

Because millions of Americans will be returning from 
foreign lands, and because an enormous increase of 
travel to and from the United States after the war is 
expected, effective VD control will undoubtedly require 
international codperation. 

The USPHS, the National Research Council, and 
medical departments of the Army and the Navy will 
report their findings on the. effectiveness of penicillin 
in syphilis and gonorrhea, and recommend treatment 
procedures. State and local health authorities will ad- 
vise as to how new treatment measures may be applied 
locally. Private hospitals and physicians will recom- 
mend how they can best participate. It is expected that 
the rapid treatment center program will be discussed at 
length and particular attention given to how centers can 
be used most effectively in the postwar period, both for 
control and for research purposes. Wider and better 
use of public education and appropriate social protec- 
tion measures will also be considered.’ 

Surgeon General Thomas Parran will preside over the 
conference; Doctor J. R. Heller, Jr., Chief of the Ve- 
nereal Disease Division, will outline to the conferees 
specific questions which the U. S. Public Health Service 
feels require answering. 
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COMMITTEE ON PUBLIC 
POLICY AND LEGISLATION? 


ON PROPOSAL TO LOWER LICENSURE 
STANDARDS IN CALIFORNIA 


Excerpts from Letters Received from Officers of 
California Medical Association and from Associated 
Groups or Organizations 


In this column, and also in the editorial department, 
comment is made concerning an item which appeared in 
the Journal of the American Medical Association of 
September 23, on page 243. 

The J.A.M.A. item is reprinted below; also a copy of 
a letter dated September 27, which was sent to various 
C.M.A. officers and others. Then follow excerpts from 
some of the replies to the letter. Members of the Cali- 
fornia Medical Association may be interested to scan the 
reaction of their officer fellows to the proposed licensure 
recommendations. Statistics concerning number of Doc- 
tor of Medicine licentiate in California are also given. 
J.AM.A. item follows: 

A meeting of the Committee on Postwar Medical 
Service was held on September 9 at the Waldorf Astoria 
Hotel in New York City. The following members and 
guests were present: Dr. Roger I. Lee, chairman, Dr. 
Irvin Abell, Dr. Francis G. Blake, Dr. F. F. Borzell, 
Dr. Frederick A. Coller, Mr. Graham E. Davis, Dr. 
Morris Fishbein, Dr. Alan Gregg, Dr. Charles M. Grif- 
fith, Mr. B. A. Horning, Dr. E. E. Irons, Dr. Victor 
Johnson, Mr. E. R. Loveland, Lieut. Col. Harold C. 
Lueth, Dr. W. W. Palmer, Col. George M. Powell, Dr. 
W. C. Rappleye, Father Alfonse Schwitalla, Miss Mary 
Switzer, Dr. Olin West and Dr. Ralph C. Williams. 

The chairman reported the loss of a valued member of 
the committee, Dr. William C. Breed of Boston, who 
died in August, and stated that the vacancy thus caused 
would be filled by the appointment of Dr. Morris Piersol 
of Philadelphia. .. . 

Provisions for Licensure of Returning Officers 

There appeared before the committee Dr. Barton of 
the Procurement and Assignment Service, Mr. Wheaton 
of the War Man Power Commission, Mr. Robinson of 
the Council of State Agencies and Mrs. Gallaher of the 
Department of Justice to solicit opinion on a proposal 
relating to the amendment of the medical practices acts 
of the states by adding the following: 

“If an applicant presents evidence satisfactory to the 
board that he (1) has been graduated by a medical school 
reputable and in good standing as determined by the 
board, has been licensed by a state of the United States, 
(2) has served in the active military or naval service on 
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or after Sept. 16, 1940, and prior to the termination of 
the present war as a commissioned medical officer of the 
Army or Navy and has been discharged or released there- 
from under conditions other than dishonorable or has 
rendered medical service during the period 1940 to 1945 
in industry or in a civilian community and (3) is of good 
moral character, the board in its discretion may issue 
him a temporary license for a period of time to be fixed 
in the license issued to practice medicine in this state 
without requiring that he pass any examination (includ- 
ing a basic science examination if that is a condtion 
precedent to licensure) that otherwise he would be re- 
quired to pass. An application for such a license shall 
be on a form approved by the board and shall be accom- 
panied by such fee as is required for other licenses issued 
without examination.” 

This amendment is to become effective at once and is 
to remain in effect until the governor, on the recom- 
mendation of the state board of medical licensure, pro- 
claims that this amendment is no longer necessary. 

After discussion, the following resolutions were passed 
unanimously by the committee: 

1. That the Committee on Postwar Planning announces 
its approval of the proposed legislation ; 

2. That the committee recommends that the Council of 
State Governments be requested to give active support to 
the proposed legislation in the various states ; 

3. That the committee recommends to state medical 
associations that they support such legislation and that 
such associations obtain the assistance of the Procure- 
ment and Assignment Service of the War Manpower Com- 
mission through its state representatives, and 

4. That the committee recommends to state medical as- 


sociations that they appoint liaison officers to correlate 
the efforts of those supporting this legislation. 


(Copy of Letter to Councilors and Other Officials) 
CALIFORNIA MeEpicat ASSOCIATION 


Subject: Proposed Change of Medical: Licensure 
for California. (See Journal A.M.A., Sep- 

tember 23, 1944, on p. 243.) 

San Francisco, September 27, 1944 
Dear Doctors: 

The J.A.M.A. of Sept. 23rd, on page 243, in its report 
on “Postwar Medical Service” by the “Committee on 
Postwar Medical Service” prints resolutions that should 


have special interest to California physicians. 
7 7 7 


At the present time, California Medical Association 
reports that 2,151 of its members are in military service. 
C.M.A. members who remain in civilian practice are obli- 
gated to safeguard the rights of these military colleagues ; 
so that when these army and navy surgeons are mustered 
out of service, they will have a fair chance to reéstablish 
themselves in their former or other California com- 
munities, and again build up practices to support them- 
selves and their families. 


Licensure Statistics (M.D.s) for California 
Tabulated below are California medical licensing statistics for recent years, with the exception of the number 
of licentiates who have entered the Armed Forces year by year, from 1939 to the present date (October, 1944). 
(Figures are on Physicians and Surgeons (M.D.’s) cnly and do not include other licentiates.) 


California 
Licentiates: 
Residing in 

California 

(as of March 3 
of Each Year) 
9,991 
10,422 
10,590 
10,365 
9,262 
9,115 


California 
Licentiates: 
Living in 
Other States 


2,081 
2,112 
2,278 
2,147 
2,027 
2,004 


(as of March 3 
of Each Year) 


California 
Licentiates 
California Endorsed 
Certificates Issued by California to 
During the Year Other States: 
626 70 
608 68 
640 56 263 
740 70 248 
815 56 194 
(Figures not available until end of year.) 


California 
Licentiates 
Who Died 
During Year: 
263 
229 


Note.—While the number of certificates issued eack year has increased, the numbers of licentiates shown in the 
first two columns has decreased the past two years, due to the war (California licentiates entering military service). 
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The recommendations of the “Committee on Postwar 
Medical Service,” if put into operation in California, 
could play havoc, with the,.opportunities available for 
California physicians who are now in military services, 
to regain or build up new practices in California. 

Your attention is called to the above because of the 
implications involved in the Committee’s recommenda- 
tions to let down the bars of medical licensure. 

This letter is sent also to ask you to send us your con- 
fidential or other opinion on whether you think changes 
in licensure as proposed, are needed, or are desirable for 
California. 

The matter is sufficiently important to be worthy of 
careful consideration by the constituted authorities of the 
California Medical Association. 

An expression of opinion by yourself will be much 
appreciated. 

Respectfully submitted, 


Puinie K. GirMan, 
Chairman of C.M.A. Council. 
GrorcE H. Kress, 
Secretary of C.M.A. Council. 


Excerpts from Letters in Reply: Re Proposed 
Licensure Amendments 


“T am opposed to the addition of the amendment to the 
Medical Practice Act of the State of California, for the 
temporary licensure of returning medical officers: 

“(1) It is quite unnecessary, for each applicant is 
already licensed in at least one State, which is, most 
probably, the State of his choice. 

“(2) A temporary license would be a false security to 
the practitioner unless he proceeded at once to obtain his 
State license in the regular way, and succeeded in passing 
the examinations. Suppose he should fail! 

“(3) Since California, we believe, has more attractions 
for the newly fledged or location-seeking doctor, the in- 
crease in our medical personnel might be out of all pro- 
portion to our needs, and would therefore injure many 
and help but few. The number of physicians already 
licensed in California is more than adequate for peace- 
time service. 

“(4) Such legislation might justly be interpreted as 
one more danger of the losing of State rights, and might, 
with a little manipulation, transform State licensure into 
Federal. 

“(5) It would work an injustice on those states which 
have succeeded in passing a Basic Science law, to have it 
set aside, even ‘temporarily.’ 

“(6) Pressure groups would probably try, and might 
even succeed, in changing this temporary license into a 
permanent one later, which would be unfair to the public, 
and to the California profession. 

“(7) We can, and will, do everything possible for our 
returning medical officers, but it is unnecessary to set 
aside, even temporarily, existing and well seasoned laws 
in order to accomplish our good deeds or express our 
kindest wishes.” 

* * * 

“T believe that the licensure laws should not be relaxed. 
We would have a flood of out-of-state doctors to compete 
with, but that is not so important as is the fact that 
standard of practice would be materially lowered and 
this would make for poorer medical care to the public.” 

: * * * 

“The California State Board of Medical Examiners 
has gone on record strongly against the issuance of 
temporary licenses because it was felt that this is a 
pernicious practice, especially in view of the fact that 
Doctors, who have left this State to enter the armed 
forces, will eventually return and will find themselves 
confronted with the necessity of reéstablishing their 
former practice. 
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“Tt is not at all impossible that some of those tem- 
porarily licensed would make a very strong attempt to 
have such type of license continued on the basis of hav- 
ing rendered good service to the community to which 
they had been sent temporarily. The Board feels and 
has felt that such a step would be a decided lowering of 
standards and furthermore, a grave injustice to those who 
have left the various communities in this State, after 
practicing for many years, to enter the armed forces of 
our country. As you are aware, no temporary licenses 
or special permits have been issued in California.” 


* * * 


“T am opposed to any weakening of the Medical Prac- 
tice Act as it relates to licensure. 

“A temporary relaxation would be used as an argu- 
ment for permanent change, to the detriment of the phy- 
sicians and the public.” 

* + & 


“To impose such a revision of the law in California 
would bring a real hardship on the doctors returning to. 


* California. We would find a similar condition as after 


the last war and will see again even without such change 
—viz, a large number of doctors desiring to locate in 
California because of the favorable climatic conditions. 
If the bars were let down with no examination required 
this would bring an even larger number of physicians to 
California. 

“T have no figures to prove this, but my impression is 
that already there have been a large number of doctors 
come to California since the war started because of the 
favorable climatic conditions, and now, because the oppor- 
tunity was great to reéstablish themselves rapidly in an 
active practice. 


“I would be opposed to such change in the law because 
I believe the returning men would find a more difficult 
time in reéstablishing themselves. Certainly, first rights 
belong to our own men, I believe that the medical men 
will be very slow in being discharged and if our own men 
were among those discharged late, it would be another 
unfair advantage to the doctor from another State.” 

* * * 


“TI personally see no advantage to be gained by either 
the medical personnel discharged from military duty or 
to the community that he proposes to serve on a tem- 
porary basis. It will fill up the communities for the men 
who originally left them and who, until proved otherwise, 
we must assume wish to return there. 


“I also feel that tampering with the medical licensure 
for California or any other State is a move toward break- 
ing down safeguards that we have been so many years in 
building up. . 

“Personally, I am not in favor of the recommendation 
of the Committee on Postwar Medical Service.” 

* * * 


“T do not think that the proposed changes in medical 
licensure are logical, necessary or desirable in California.” 
* ok x 


“T am opposed to this type of legislation because: 


“(1) Our first obligation is to the men who are now 
in Service. 


“(2) Dismissals from the Service will not be as rapid 
as many people think. 


“(3) The men at home have done a good job. 


“(4) Many M.D.’s who,.in years past, have thought of 
coming to California and have now had the opportunity 
to see the State will now want to settle in California. 

“(S) California could be filled with refugee M.D.’s the 
minute the bars are let down—(once in—try to get them 
out!). They should go back to the place from whence 
they came, as they are needed there. They could under- 
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mine what we now have and destroy the chances of our 
own doctors if and when they return to Civilian practice. 
“(6) I shall vote No to any bill favoring such legis- 
lation.” 
* * * 


“As a matter of principle I am opposed to the grant- 
ing of licenses which would permit men to practice medi- 
cine in the State of California without any sort of an 
examination. In an emergency this might be permitted 
on a purely temporary basis, provided such licensure is 
granted an individual doctor to fill a specific appointment 
which will in no way interfere with the work of another 
physician who has been qualified for the practice of 
medicine in California by examination. .. . 

“Whatever is done should in no way interfere with the 
professional practices of those who are legally licensed 
in the State and are now in practice and of those who 
are similarly licensed, but are now on military duty, when 
they return from military service to civilian practice.” 

* * * 


“The proposed changes in licensure for doctors leav- 
ing military service to me is unnecessary. These doc- 
tors are already licensed in their respective States and 
we have already set up the machinery by which doctors 
can receive reciprocity in other States and to short cut 
this legislation which has been years in growing would 
do a considerable harm although it seems, on the face of 
it, that these physicians who have been in the service and 
are honorably discharged and are in good moral char- 
acter, etc., should be permitted to practice anywhere in- 
asmuch as theoretically they have represented their Fed- 
eral Government in the military service. It is also true 
that these physicians have also elected to practice in cer- 
tain States and should not be permitted to change their 
localities merely by virtue of the fact that they have been 
in the military service> As we all know the California 
Board of Medical Examiners possesses power to grant 
licenses in this State with a liberal hand if they so desire. 


“It would be taking a good deal on the shoulders of 
this Postwar Committee if it should recommend that 
each individual State level its recommendation and re- 
quirements down to that of the States which require a 
standard possibly considerably less exacting than the 
States in which this returning physician would like to 
practice. 

“T, for one, am for permitting existing reciprocity 
rules to prevail after the service of the military doctor 
is completed.” 

* * * 


“TI fail to see any reason for a change in our present 
Licensure System.” 
- -- 


“The phrase in sentence 2 beginning “or has rendered 
medical service during the period 1940 to 1945 in industry 
or in a civilian community” seems to me to open the 
doors to any and all comers. This is very ambiguous and 
could start some very prolonged law suits to force 
issuance of license. 


“Another fault, as I see it, is that the license could be 
issued for ‘any period of time desired by the board, even 
for 99 years. Some such period as 6 months or a definite 
period for exceeding, say, 1 year would be better. This 
would require rehearing of every case periodically and 
automatically. 

“I cannot see the need of this act in California.” 


* * * 


“We, in , have been feeling for some time that 
too many new and entirely outside men are taking advan- 
tage of the war conditions to move from the places in 
which they have practiced to more desirable locations. 
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“If there is a real shortage in a new location there 
would be no objection. However, in a place like ‘ 
it is now easier for them to get started than normally, 
but they will make it exceedingly difficult for our own 
men who are in the service to reéstablish themselves if 
this situation is allowed to continue. 

“There will no doubt be medical discharges of doctors 
who would take advantage of this situation to come to a 
desirable community, rather than returning to their 
former homes. 

“IT am opposed to letting down the bars, as I feel we 
should give our own men as much protection as possible.” 


* * * 


“I would think this measure would be best settled by 
the local State situation rather than on a National basis. 
At best, such States as California where there was, 
before the War, a higher ratio of M.D.’s to population, 
would be opposed to such a procedure. However, in States 
where such a ratio was low, this might be one method 
to effect a better distribution of doctors. 

“I do not favor any changes in licensure of this State 
at this time.” 

* * * 


“T can say personally that I would not favor any let- 
ting down in the requirements. There has been quite a 
large number of applicants for oral examinations in the 
last two years, and the Board has tried to maintain the 
standard already established. I am not in sympathy with 
any of the recommendations of the Committee on Post- 
war Medical Service. 

“You do not need to treat this letter as confidential. I 
am willing to be quoted. 

“T am not in favor of any temporary license being 
issued.” 

ae 


“Judging from the number of physicians applying for 
and receiving licenses by reciprocity to practice in Cali- 
fornia, it would appear to me that there is no need for 
any amendment to the Medical Practice Act of this State 
by which an applicant may receive a temporary license 
without examination. It is also understood that tem- 
porary licensure has a strong tendency to become per- 
manent. 

“Tt would appear to me, personally, that any form of 
temporary licensure would be an open invitation to a 
large number of physicians of whom many would be illy 
equipped educationally, professionally, mentally and mor- 
ally, to come to California to practice medicine. 

“The advertising campaigns of a number’ of California 
communities have so strongly stressed our salubrious cli- 
mate and the natural beauties, resources and wealth of 
our State that a large number of physicians practicing 
elsewhere have become very eager to come here. 

“I believe that the resolution of the Committee on Post- 
war Medical Service, with regard to the above quoted 
amendment, should be vigorously opposed by all Califor- 
nia medical organizations.” 

*e « 


“I would not like to see any changes at the present 
time in our method of licensing physicians. Physicians 
from other States wishing to locate in California and 
now in the armed services would probably in most in- 
stances be able to secure reciprocity from our examining 
board. Moreover, the physicians returning from the serv- 
ices are probably needed in their own communities and 
I do not see any reason why we should invite them to 
locate in California.” 

eee 


“As a member of the California Medical Association, 
it is my feeling that the California law as it now stands 
in regards to licensure of M.D. physicians and surgeons 
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both as to written examinations and reciprocity, is, un- 
questionably, the best for the State. I am rather appre- 
hensive that if the bars should be let down,.every doctor 
in the nation, who could possibly make it, would want 
to practice in California. ‘ 

“Our reciprocity law, requiring no examination for 
graduates who have not been out of school for more than 
10 years, grants direct reciprocity. This means that, from 
the time they have made satisfactory application to the 
Board and passed the committee on credentials and which 
has been ratified by the Board, they receive their license 
within about 2 weeks’ time. I do not see any need of 
any temporary license being granted for this reason. 

“Graduates that have been out more than 10 years 
certainly should continue to be examined by oral exami- 
nation in order to determine their fitness to practice in a 
fast moving state like ours. I believe it would be a very 
sad mistake to allow physicians to practice, whose ability 
is not sufficient to enable them to pass a rather lenient 
oral test. It certainly would be very unsafe for the people 
at large in this State.” 


* * * 


“T think it would be a mistake to oppose the resolu- 
tions adopted by the Committee on Postwar Medical 
Service for these reasons: 

“(1) It.is not mandatory for a state board to grant 
licensure under the conditions set forth in the proposed 
amendment. 

“(2) Opposition to the resolution would be interpreted 
as pure selfishness and obstructionism. 

“(3) The Governor can and almost surely would, on 
recommendation of the Board of Medical Examiners, 
terminate the action of the amendment when the first few 
postwar years have passed. 

“T dislike the phrase ‘or has rendered medical service 
during the period 1940 to 1945 in industry or a civilian 
community,’ since this phrase admits practically everyone 
to licensure without examination.” 


Bushfield Osteopathic Amendment to H.R. 4278 


Congressional action has now been completed on the 
Department of Agriculture Organic Act of 1944, H.R. 
4278. This bill provides for the control and eradication 
of certain animal and plant pests and diseases, etc. 


The Senate Committee on Agriculture and Forestry, 
in reporting the bill April 21, added to Title III a new 
section, section 303, relating generally to rural rehabili- 
tation measures. When the bill was considered on the 
floor of the Senate, May 2, Senator Bushfield, South 
Dakota, offered and the Senate accepted the following 
amendment to section 303: 

“Provided, That no part of such sums be available for 
the promotion or aid of any program of medical care 
which prevents the patient from having the services of 
any practitioner of his own choice so long as State laws 
are complied with.” 

The purpose of this provision was to permit partici- 
pation by sectarian healers in the medical programs spon- 
sored by the Farm Security Administration. It was, ac- 
cording to information available, sponsored by the osteo- 
paths. The conference report on the bill modified the 
Bushfield amendment by adding this exception: 

“except that this provision [the Bushfield amendment] 
shall not be applicable to the promotion or aid of a pro- 
gram of medical care where a majority of. the partici- 
pants within the program group elect to confine their 
choice of practitioners to a list of available licensed prac- 
titioners selected by them.” 

This modification was unsatisfactory to Senator Bush- 
field who described it as “completely emasculating the 
amendment which the Senate had previously adopted.” 
There were other matters in the bill that caused disa- 
greement between the House and the Senate, including a 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 61, No. 4 


Senate amendment relating to the school lunch program. 
This disagreement threatened to result in a stalemate 
and to prevent the enactment of other parts of the bill 
not in disagreement. ‘To obviate the possibility of this 
stalemate, Senator Russell, of Georgia, who had charge 
of the bill on the floor of the Senate, offered a motion, 
September 5, that the Senate recede from all amend- 
ments it had made to the bill, including section 303 of 
Title III to which was attached the Bushfield amend- 
ment. This motion came before the Senate on Septem- 
ber 8 and after a short debate prevailed. The Bushfield 
amendment was thereby eliminated in its entirety. 


Labor Parley Plans Go to Congress 


Seven resolutions on social security and kindred sub- 
jects adopted by the International Labor Conference in 
Philadelphia last May were transmitted to Congress on 
August 22, by President Roosevelt. He said they might 
prove valuable in current “consideration of problems of 
demobilization, reconversion of industry, employment 
and social security.” 

Roosevelt added in a special message that he may 
have occasion later to “direct further attention to spe- 
cific provisions of these recommendations and to suggest 
what action by the Congress on these recommendations 
may be advisable.” 

The Chief Executive recalled that employers and work- 
ers as well as governments were represented at the con- 
ference and that the recommendations were adopted by 
large majorities. They embraced income security, medi- 
cal care for persons discharged from the armed forces, 
minimum standards of social policy in dependent terri- 
tories, employment organization in the transition from 
war to peace, employment service and national planning 
of public works. 


Labor Unions Urge Law for All Hospitals 


Vallejo Central Labor Council, on September 4, 
passed a resolution urging the Solano County Board of 
Supervisors to pass an ordinance requiring all hospitals 
in the county to admit any and every patient for emer- 
gency treatment on the penalty of committing a misde- 
meanor should treatment be refused. 

_ The council also voted to secure legal advice on the 
matter and to have a model ordinance drawn up for 
presentation to the board of supervisors. 

Under general terms of the proposed ordinance every 
hospital would be required to admit emergency patients 
for treatment or surgery, if in the opinion of the phy- 
sician the health or life of the patient would be placed 
in jeopardy should care be refused. 

Patients subsequently found able to pay for such serv- 
ices would be required to do so and the bills for persons 
unable to pay would be borne by the county. 


Congress Begins Election Recess 


Congress voted to recess on September 21, until Tues- 
day, November 14—a week after the national elections. 

Many members began leaving the Capital, homeward 
bound to put a whirlwind finish on their political cam- 
paigns, soon after the House concurred in the Senate’s 
adjournment resolution—San Francisco Call-Bulletin, 
September 21. 


Medical Care Is Asked for Federal Employees 

Manpower Commissioner Paul V. McNutt urged Con- 
gress, on August 21, to pass legislation providing medi- 
cal examinations, preventive services and emergency 
medical care for federal employees. 
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COMMITTEE ON INDUSTRIAL 
PRACTICE 


California Industrial Accident Resolution of 
July 18, 1944: Re Surcharge of 15% 


Re: Increase of Fees. 
(copy) 


CatirorNta Mepicar ASSOCIATION 
San Francisco 8, July 29, 1944. 


To the Members of the 
California Medical Association: 


It is indeed a pleasure to be able to report that some 
progressive action has finally been taken in the matter 
of medical and surgical fees for services performed 
under the Workmen’s Compensation Act. 

You will remember that late in 1942 the Association 
asked the Industrial Accident Commission of the State 
of California to approve a proposed schedule of medical 
and surgical fees for some 547 procedures which might 
be undertaken in compensation work. ‘This proposed 
schedule was sent to you some months ago, together with 
a request that you sign a pledge card signifying your 
agreement to abide by the minimum fees of the schedule 
and to comply with the Principles of Ethics relating to 
compensation practice. ‘ 

Our proposed fee schedule has been under advisement 
by the Industrial Accident Commission for more than 18 
months now. It has not yet been approved but a sur- 
charge of 15 per cent over the existing fees has been 
approved, effective Aug. 1, 1944. 

A copy of the Commission’s order setting up this sur- 
charge is enclosed. You will note that it provides: 

1. That the surcharge shall be effective for the “Dura- 
tion,” which is defined to mean six months after the ces- 
sation of hostilities. 

2. That cases under treatment before and after Au- 
gust 1, 1944, shall have their medical and surgical charges 
segregated, so that services rendered before August 1, 
1944, shall be charged at the existing rates and services 
rendered after August 1 shall be billed at existing rates 
plus the 15 per cent surcharge. 

_ 3. That the Commission proposes to establish a Study 
Committee to consider “a permanent medical fee sched- 
ule to become effective after the ‘Duration.’ ” 

There is a tremendous amount of inertia and indiffer- 
ence to the medical profession’s rights, built up and due 
no doubt to the fact that everyone concerned, including 
the profession, allowed an inadequate fee schedule to 
remain in effect .for over twenty years. However, the 
C.M.A. committee which has been following this mat- 
ter feels that the Commission’s order is as much prog- 
ress as can be expected at this time and that the members 
of the Association handling compensation cases should 
abide by the terms of the Commission’s order. Efforts 
toward establishing a more permanent and more equita- 
ble fee schedule will be continued without delay. 


Fraternally yours, 
Pump K. Gmman, M.D., 
Chairman of the Council. 
7 7 7 
(copy ) 
State of California 
Department of Industrial Relations 
INDUSTRIAL ACCIDENT COMMISSION 
State Building, San Francisco 2. 
Copy of Resolution Adopted by the Members of the 


Industrial Accident Commission in Meeting 
Assembled July 18, 1944. 
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Wuereas, In recognition of the increased cost involved 
in the furnishing of medical services under present war- 
time conditions, an overwhelming majority of the insur- 
ance carriers and self-insured employers have volun- 
tarily agreed with the California Industrial Accident 
Commission to pay a 15 per cent surcharge on all fees 
covered under the existing California Medical Fee 
Schedule; therefore be it 

Resolved, That the Industrial Accident Commission 
does hereby authorize this surcharge, which is to be 
effective as to all medical and related services rendered 
under the provisions of the California Workmen’s Com- 
pensation laws on and after August 1, 1944, same to 
continue for the duration of the war. “Duration” is 
defined as extending until six months after the cessa- 
tion of all hostilities in which the United States is now 
engaged; further 

Resolved, The term “medical, and related services” 
shall include x-ray, laboratory and physiotherapeutic 
services, whether furnished by practicing physicians, 
laboratories or hospitals; further 

Resolved, Medical charges on cases presently under 
treatment shall be segregated so that services furnished 
prior to August 1, 1944, will be charged for on the 
basis of the then existing medical fee schedule, and the 
surcharge of 15 per cent shall be applied only to treat- 
ments and services on and after that date; further 

Resolved, That the Commission hereby declares its 
intention to ask the various parties at interest—the 
medical fraternity, self-insurer, insurance carriers and 
the appropriate State Departments—to form a Study 
Committee for the purpose of collaborating on a perma- 
nent medical fee schedule to become effective after the 
“duration.” (For editorial comment, see p. 182.) 


COMMITTEE ON POSTGRADUATE 
ACTIVITIES 


Research Study Club of Los Angeles (Eye, Ear, 
Nose, Throat) 


The Research Study Club of Los Angeles announces 
its Fourteenth Annual Mid-winter Post-graduate Clinical 
Convention in Ophthalmology and Otolaryngology, Janu- 
ary 22 to February 2, 1945. Also, a special course in 
“Applied Anatomy and Cadaver Surgery of the Head 
and Neck,” to be given February 2, 3, 4, 5, and 6, in- 
clusive. 

Providing there are at least fifty applicants, the Amer- 
ican Board of Ophthalmology will’ conduct an examina- 
tion in Los Angeles in January, 1945, just before our 
Midwinter Clinical Convention. Those who wish to take 
this examination should apply promptly to the “American 
Board of Ophthalmology, Cape Cottage, Maine.” 

Similarly, the American Board of Otolaryngology may 
conduct an examination (in Los Angeles) in February, 
1945, immediately following our Cadaver Course. Those 
who wish to take this examination should apply promptly 
to the Secretary of this Board, Dr. Dean M. Lierle, Iowa 
City, Iowa. 

If a sufficient number of applications for these Board 
Examinations are promptly received, it will then be pos- 
sible for us to invite certain of the Board members to 
take part in our Clinical Convention program. To date, 
our guest speakers include: For the Eye—Dr. Cecil S. 
O’Brien and Dr. Kenneth C. Swan, of Iowa City, Iowa; 
Dr. William Henry Crisp of Denver, Colorado, and 
Irving B. Lueck, B.S., of Rochester, New York. For 
the Ear, Nose and Throat—Dr. John J. Shea of Memphis, 
Tennessee; Dr. Hans Brunner of Chicago, Illinois; Dr. 
Guy L. Boyden of Portland, Oregon; Dr. Chauncey D. 
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Leake, University of Texas; Vern O. Knudsen, Ph.D., 
University of California, Los Angeles, and Scott Reger, 
Ph.D., of Iowa City, Iowa. 

At the Convention held last January, the large attend- 
ance caused some anxiety. In the Didactic Course an un- 
limited number can be accommodated; but it is clear that 
we must make some elaborate preparations for the In- 
struction Courses. From 31 States and Canada over 300 
attended, and about 100 more would have been with us 
if it had not been for inability to secure either trans- 
portation from many parts of the country, or housing in 
Los Angeles. 

Arrangements have been made to permit registration 
by mail. The fee for the Clinical Course is $50.00, and 


when you apply to take the Course you can send the , 


$50.00 to Pierre Violé, M.D., 1930 Wilshire Boulevard, 
Los Angeles 5, California. 

As in the past, the first week is devoted largely to the 
Eye, and the second week to the Ear, Nose and Throat. 
Those who confine their work to only one of the special- 
ties may complete most of the subjects in one week. 

The fee for the Clinical Convention is $50.00; those in 
Military Service will be guests. The fee for the Cadaver 
Course is $50.00; those in the Service may enroll for this 
course for one-half of the regular fée—namely $25.00. 

At long last, the Research Study Club of Los Angeles 
is beginning to accumulate some money. Beginning in a 
medest way, the Club wants to endow research work in 
various localities, publish results and send without charge 
monographs and books to each member. Suggestions are 
invited. 


San Francisco Heart Committee—October Meetings 


Dr. Chester S. Keefer of Boston will be one of the 
speakers at the San Francisco Heart Committee’s 
Fifteenth Annual Postgraduate Symposium on Heart 
Disease which will be held this year October 26, 27, and 
28. Other guest speakers will be Dr. Maxwell M. Win- 
trobe, Professor of Medicine, Utah University Medical 
School, Dr..S. J. Mciiendon of San Diego, Dr. William 
Gordon of the United States Public Health Service, and 
others to be announced later. More than twenty San 
Francisco physicians especially interested in cardiovascu- 
lar disease will participate in the Symposium. Rheumatic 
fever will receive special emphasis this year. 

The sessions will open Thursday, October 26, at the 
University of California School of Medicine. The pro- 
gram for Friday, October 27, will be presented at Stan- 
ford University School of Medicine and at the San Fran- 
cisco Hospital. A dinner meeting has been arranged for 
the evening of the 27th at the St. Francis Hotel. Satur- 
day morning’s program will be held in the Auditorium of 
the Nurses’ Home of Mt. Zion Hospital. 

Complete printed programs will be available soon. 
Registrations and hotel reservations may be made through 
the secretary of the San Francisco Heart Committee at 
604 Mission Street, San Francisco 5. Physicians in mili- 
tary service are invited without payment of a registration 
fee. 

Physicians are urged to register in advance if possible. 


Another Health Center in Los Angeles City 


Tentative arrangements for architectural services in 
connection with the health center planned for 49th Street 
and Avalon Boulevard hay been recommended to the 
City Council by the Board of Public Works, subject to 
an allotment of $300,000 requested for the project from 
the Federal Government. 

The application provides for construction of a $200,000 
building, for which the city is to provide $70,000 in ad- 
dition to $65,000 for the site, equipment, architectural 
and engineering expenses. 
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COMMITTEE ON HOSPITALS, 
DISPENSARIES AND CLINICS 


American Hospital Association: 46th Annual 
Conference 


The necessity for vastly expanded facilities to treat 
mentally disabled patients now and in postwar years will 
lend special significance to the consideration of mental 
hospitals and techniques at the 46th annual convention of 
the American Hospital Association, was held at the civic 
auditorium in Cleveland, Ohio, during the first week in 
October, the third wartime conference of the Association, 
a nonprofit corporation composed of hospitals in almost 
every city in the United States. 

Recognizing the necessity for fully satisfying the 
health needs of their communities, the more than 3,000 
member institutions of the American Hospital Associa- 
tion are taking great interest in the hospital construction 
and postwar planning discussions. 

The American Hospital Association, through its mem- 
ber institutions and allied professional groups, was 
organized in 1899 to promote the welfare of the people 
through the development of hospital and outpatient serv- 
ice. . . . According to a survey of 1,663 hospitals con- 
ducted by the Association’s Council on Government Rela- 
tions under John N. Hatfield of Philadelphia, postwar 
hospital construction may reach $1,193,133,000 and pro- 
vide 180,626 new hospital beds. This will increase the 
national hospital bed count to 1,829,880, or, one for every 
71 persons in America. 

Almost three-fourths of the reporting hospitals re- 
vealed some building plans. 

Hospitals now represent an investment of six billion 
dollars. After the war, nonfederal hospitals of the gen- 
eral and allied types plan to invest approximately $177,- 
000,000 on new construction, including $12,880,000 on re- 
habilitation, $3,400,000 on re-equipment, and $13,133,000 
for new equipment. 

Financing for this program will be carried out largely 
with government help under the Lanham Act or through 
public subscription. A number of hospitals plan on pri- 
vate finance, normal hospital income, or cash already on 
hand. 


Future Hospital as Seen by Surgeon General 
Parran, U.S.P.H.S. 


The post-war aim of the American people should be a 
national health program which guarantees the best of 
health and medical care for the entire population, Dr. 
Thomas Parran, Surgeon General of the U..S. Public 
Health Service, said in San Francisco on September 4. 

Dr. Parran delivered the principal address at the 
Labor Day dedication ceremony for the new U. S. Cadet 
Nurse Corps residence at the University of California 
School of Nursing in San Francisco. 

“Public health, which means the sum total of indi- 
vidual health, is of paramount public concern,” he said. 
“Working together, the public and the health and medi- 
cal professions can attain the democratic goal of an 
equal opportunity for health among all people. 

“The hospital of the future should be an instrument 
of total community health, with facilities and skills nec- 
essary to promote health and prevent disease as well as 
to treat the sick.” 

PROPOSED PLAN 

He proposed a national health program which would 
include adequate inter-related and equitably distributed 
hospital and medical service. It would be operated lo- 
cally through grants-in-aid and would be sufficiently di- 
versified to meet the needs of the individual States. It 
would be publicly supported through insurance, taxation, 
or a combination of both. 
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San Diego Venereal Disease Center for Women 


Except for inconspicuous treatment rooms and labora- 
tory, San Diego’s newest project aimed at eradication of 
venereal disease might well be mistaken for a women’s 
dormitory containing such extra facilities as a recreation 
room, indoor and outdoor play space, and spic-and-span 
kitchen and dining room. 

Known as Harbor View Hospital, the recently opened 
institution at Kettner Boulevard and Market Street, al- 
ready has cured more than a score of its patients in a 
rapid treatment technique under guidance of Dr. Raleigh 
Burlingame, director; Dr. Leonard I. Lesser, U. S. Pub- 
lic Health Service assistant surgeon, and Miss Evelyn 
Binkley, supervising nurse. ° 


SOME VOLUNTARY PATIENTS 

Although 80 per cent of the cases to date have been 
women referred by the city jail following arrest on vag- 
rancy charges, numerous patients have sought the treat- 
ment after clearing through the city-county health de- 
partment out-patient clinic at the Civic Center, accord- 
ing to Burlingame. 

Treatment consists of injection of penicillin at three- 
hour intervals over a 24-hour period, when sulfa drugs 
prove ineffective. If the culture shows a negative reac- 
tion, hospital attendants allow a week to elapse before 
taking another culture. A second negative showing is 
followed by a third culture 48 hours later before the 
patient is discharged. 

“Those who opposed the center when it was being dis- 
cussed contended that we would have a hopeless task of 
rehabilitation,” declared Armistead Carter, president of 
the Social Hygiene Association, which backed efforts to 
establish the hospital. “But ig. tests of the girls ad- 
mitted have shown them to have fairly high intelligence. 
If the hospital can restore the health and spirit of these 
girls, it will more than adequately serve its purpose.” 

The city council appropriated $35,000 to launch the 
project, with the expectation of reimbursement from the 
Federal Government, which to date has appropriated ap- 
proximately $25,000, with more funds due. 


Many Kept Out of Hospitals by Bed Shortage 

“Los Angeles hospitals have a current shortage of 
approximately 4000 beds and hundreds of persons are 
being turned away every week because beds are lacking 
for their care,” J. Howard:-Ziemann declared on August 
29, at the initial meeting of the new board of directors 
of the recently expanded United Hospital Fund of Los 
Angeles County at the California Club. 

First steps toward working out a master hospital plan 
for the county to provide 1660 of the needed beds im- 
mediately and make hospital facilities conveniently avail- 
able to the “self-supporting middle economic group” were 
taken. ; 


T. R. Knudsen, creamery company executive, was 
elected organization president. Willard W. Keith, Harry 
G. Johansing and Ziemann were named vice-presidents ; 
Colin M. Gair, treasurer, and Harry Cartlidge, secretary. 

Named to the executive committee were L. A. Alesen, 
M.D., president of the Los Angeles County Medical 
Association; Howard Burrell, director of the California 
Hospital; Joseph A. Hartley of the Braun Corp., Ritz 
E. Heerman, superintendent of the California Lutheran 
Hospital and president of the Hospital Council of South- 
ern California; Ray W. Smith, manager of the Down- 
town Business Men’s Association; A. J. Will, superin- 
tendent of Los Angeles County Charities, and James E. 
Shelton. Sixteen members of the board of directors 
represent hospitals, 32 nonhospital organizations. 

“In the week ending Aug. 30,” Ziemann asserted, 
“eight hospitals, which are members of the fund, turned 
268 persons away because they did not have beds for 
them.” 
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These eight hospitals, which have a total of 2036 beds, 
had 6593 reservations on file when these 268 cases were 
rejected for lack of facilities, he explained. 

“Normally hospitals should not be more than 85 per 
cent full, so that they will have beds for emergency 
cases,” Ziemann pointed out. “But local hospitals are 
now filled to 94.2 per cent.” 

One local hospital, he said, was 107 per cent full, beds 
being in the aisles and every available space. 

W. C. Mullendore, president of the Los Angeles 
Chamber of Commerce; Bishop Bertrand Stevens of 
the Episcopal Church and Msgr. Thomas J. O’Dwyer 
participated in the meeting. 


Lanham Grant to Los Angeles County Hospital 


Long Beach patients will be included in the 700 cared 
for in the County General Hospital in the fiscal year 
1944-45, maintained through $588,000 made possible by a 
Lanham Act grant signed by President Roosevelt, it was 
announced August 31 by City Prosecutor Albert C. S. 
Ramsey. 

A. J. Will, county superintendent of charities, said 
that this amount is $8000 in excess of the total amount 
received for the. previous two years, which means that 
the Federal contribution towards hospitalization of fam- 
ilies of servicemen and war workers, unable to afford 
private hospitalization, has been more than doubled. 


Annual Session of American Hospital Association 


Representatives of 3,000 hospitals in the United States 
and Canada met in Cleveland the week of Oct. 2 
for the Third War Conference and 46th Annual Conven- 
tion of the American Hospital Association. 


Hospitals today are bringing comfort and new hope 
to the sick and the injured in every area of the world, 
on the battlefields, and beyond in regions of devastation. 
Community hospitals, too—over 6,500 of them in the 
United States alone—are giving magnificent service, 
carrying abnormal loads with staffs drained by the mili- 
tary services and by industry. 

The needs of the citizen of the small town, the farmer, 
the child, and the mental patient, as well as of those 
served by large general hospitals, were considered in 
a discussion of the small hospital, public hospitals, 
children’s and mental hospitals. 

Volunteer workers have come to play a great part in 
keeping today’s hospital in action. With 52,000 doctors 
and 50,000 nurses in the armed forces, volunteers have 
filled réles from office workers to kitchen assistants to 
nurses’ aides. Dr. Anthony J. J. Rourke, medical direc- 
tor of Leland Stanford University Hospitals in San 
Francisco, spoke on this subject on Tuesday, October 3. 


Internes Granted Salary Increase 


On September 5, salaries of internes at the Los An- 
geles County General Hospital were boosted from $40 
a month to $60 a month with room and board by the 
County Supervisors. 


Need Candidates for Home Nursing 


Five thousand candidates for home nursing certifi- 
cates must enroll with the Los Angeles Chapter, Ameri- 
can Red Cross, if the quota for the year is to be met, it 
was announced on September 6. Since January 2900 
certificates have been issued. 

Dr. Lowell S. Goin, president of the California Medi- 
cal Association, urged all women to enroll for the course. 
pointing out that this training enables women at home 
to relieve the pressure on civilian doctors and nurses by 
giving intelligent care to members of their families who 
may be ill. 
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Bubonic Plague 
(California’s Experiences with the Disease) 

“Unknown to most Americans, bubonic plague, the 
dread Black Death of the Middle Ages, is today en- 
trenched in the United States. The disease has a firm 
foothold in the Western states and is now spreading 
eastward into the Mississippi Valley... . 

“In the United States, however, the plague has taken 
a new and potentially even more dangerous form, for it 
is spread by wild rodents such as squirrels, rabbits, 
chipmunks, prairie dogs, etc. It has also been discov- 
ered in burrowing owls (which share the holes of 
prairie dogs) and hawks... . 

“Wild rodent plague follows no such cycle; it is ever- 
lasting and permanent. Americans will have to learn to 
live with the plague,” warns the nation’s foremost 
plague expert, Dr. Karl F. Meyer of the University of 

- California. And, he adds, the fact that the United States 
has so far escaped a catastrophic plague epidemic does 
not indicate that one may not occur some time 

“In the United States the first bacteriologically proved 
case of plague was discovered in 1900 in San Francisco, 
though experts think that sporadic cases had existed for 
several years in North America... . 

“Then followed one of the most shameful episodes in 
the history of American public health. San Francisco’s 
business interests and all’ its newspapers except one 
flatly denied that the plague existed there. So did Cali- 
fornia’s Governor. So did a group of prominent San 
Francisco doctors*. ... (The réle of rats and fleas in 
spreading bubonic plague was -not discovered until 


i) S eee 


“The handful of physicians who found the plague in 
San Francisco were personally vilified and bitterly ridi- 
culed in the press. Businessmen censured them as “med- 


dlesome doctors seeking publicity.’ As a reward for 
finding plague bacteria, a state bacteriologist was not 
only discharged but deprived of part of his back salary. 
The state refused to print plague reports and statistics. 

“But the statistics continued to pile up as people in 
San Francisco’s Chinatown died regularly of this sup- 
posedly non-existent disease. In 1900 at least 121 known 
cases appeared, all except six of them fatal; but scores 
of other cases were unrecognized, concealed by the vic- 
tim’s friends or hushed up by frightened officials. The 
plague controversy became so violent that President 
McKinley appointed a commission to dig into the facts. 
The commission agreed that plague had invaded the 
city. All of Chinatown was quarantined, and sur- 
rounded by ropes and policemen. In 1901, when the 
plague petered out, many people still believed it had 
never existed. 

“The plague appeared again after the San Francisco 
fire in 1807. Rats fleeing from Chinatown spread the 
disease to every quarter of the city. Within six months 
the incidence of plague among rats tripled. But again 
business interests and newspapers refused to recognize 
the epidemic. At last the Federal Government threat- 
ened to quarantine the whole city. A public health of- 
ficer called a meeting of prominent businessmen. ‘Prob- 
ably you do not realize what such a quarantine means,’ 
he said. “It means that each man in this room, and you 
are all millionaires, will go broke!’ The threat of bank- 
ruptcy worked better than the threat of the Black 
Death. Businesses and the local government reluctantly 
coOperated to suppress the rats rather than the facts. 


* For editorial comment and other references, see p. 183. 
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“Then health officials made the most tragic discovery 
of all. Sometime during the years when San Francisco 
was denying that it harbored the plague, the disease had 
somehow crossed the bay and infected the ground squir- 
rels in the region south of the Sacramento River. The 
State began a campaign to exterminate the infected ani- 
mals. Squirrels were slaughtered until the disease seemed 
to be almost wiped out among them and by 1920 the 
antiplague campaign was dropped. 

“For a while the plague lay dormant, then in 1933 and 
1934: four people died of it. Federal investigators found 
that California’s ground squirrels and other rodents were 
still widely infected. Then they made the alarming dis- 
covery that Oregon, Montana and other states had also 
been invaded. 

“Forty years ago the plague could probably have been 
driven completely from the United States. Now it is 
much too late. ‘Too many animals over too wide a terri- 
tory are infected. Continuous sentry duty against the 
plague is maintained by the U. S. Public Health Service 
and several state health departments. Plague hunters 
regularly scour the West, shooting squirrels, trapping 
rabbits, digging dead gophers from their burrows. With 
gloved hands they carefully put their catches into flea- 
proof bags and take them to their laboratory trucks. 
There they comb the fleas from the animals and cut out 
certain organs and tissues. These specimens are sent to 
the U. S. Public Health Service laboratories at San 
Francisco, where bacteriologists cautiously examine them 
for Bacillus pestis, the bacteria which cause plague. ... 

“Regions found to be infected with the Black Death 
are posted with warnings that “sylvatic plague” is pres- 
ent and that residents and visitors should avoid contact 
with rodents. These warnings are often misunderstood, 
since not everyone realizes that sylvatic plague is iden- 
tical with bubonic plague except for the sort of animals 
which carry it—-a distinction important chiefly to epi- 
demiologists. ... 

“Besides its bubonic form, characterized by buboes or 
swollen iymph glands, usually in the groin, the plague 
may appear in two other forms, both caused by the same 
bacteria. These are even harder to identify. One is 
septicemic plague, in which the bacteria invade the blood 
stream. The other is pneumonic plague, in which the 
lungs are the center of infection. The latter is not only 
the most difficult form of plague to diagnose, since it 
resembles commoner respiratory diseases, but it is also 
the most menacing, since it is the only form of plague 
which can spread without the help of fleas. The victim’s 
breath floods the air with bacteria-filled water droplets 
which may infect anyone in their path, and a major 
human epidemic could thus begin without rat carriers. 
A preview of such a disaster appeared in Oakland, Cali- 
fornia, in 1919 when an improperly diagnosed case of 
plague began a series of thirteen cases, all but one of 
them fatal. Again, in Los Angeles in 1924, an epidemic 
of pneumonic plague killed thirty out of thirty-two suf- 
ferers.” . . —From an article on “Bubonic Plague in 
America,” by Tom S. Hyland in “The American Mer- 
cury” for September, 1944. 


Northern California Union Health Committee 
(Excerpts from Its “News Letter” of September 18, 1944) 

Labor Answers Our Plea—As a result of our appeal 
to labor unions to support us financially as well as by 
interest and activity, last week we were notified that: 

The Executive Board of the Brotherhood of Locomo- 
tive Firemen and Enginemen voted to contribute $120 
per year to the committee’s activities as long as we are 
in existence. : 

The A.F.L. Piledrivers’ Local 34 membership voted to 
make a monthly donation of $10 per month. 
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The A.F.L. Miscellaneous Workers’ Local 110 mem- 
bership voted unanimously to earmark $150 of their con- 
tribution to the War Chest fund for this committee. 

That’s what we call coéperation. 

Young Physicians Want Group Practice—In returns 
to a questionnaire distributed by the American Medical 
Association’s Committee on Postwar Medical Service, a 
majority of physicians now in uniform answered “Yes” 
to the question of whether or not they would like to be- 
come “associated in private practice” with an organized 
group of physicians. The figure is 54 per cent among 
the youngest men and 57 per cent in the 35-42 group. 
This makes it clear that many of our young doctors 
recognize, through practical demonstration, the trends 
within medicine which make solo practice no longer 
either the best or the most economical kind of service 
for the physician or for the patient. Adjustments be- 
tween general and specialty practice, moreover, can be 
worked out within a well-organized group of physicians, 
since they can readily eliminate the competitive financial 
tensions among doctors and gaps in service for patients 
which too often debilitate solo practice today. 

C.1.0. Resolutions on Health and Safety—The State 
C.1.O. Convention, which met in Los Angeles two weeks 
ago, ‘makes the following proposals for solution of the 
most pressing health and medical care problems: 1) Em- 
powering the Surgeon General, with provision of the 
necessary funds, to commission physicians into the 
U.S.P.H.S. to be sent to critical areas; 2) Provision by 
the Veterans’ Administration of all necessary medical 
care and attendant services to all honorably discharged 
servicemen and women; 3) Enactment of the Wagner- 
Murray-Dingell Bill, amended to apply to Federal 
Workers also, to provide an adequate medical plan for 
the whole population and planned distribution of doctors 
in metropolitan and rural areas; 4) adequate represen- 
tation of labor, industry, and the general public in the 
Procurement and Assignment Service of the War Man- 
power Commission and in the Veterans’ Administration, 
as well as all other governmental agencies dealing with 
medical care. 

Labor Will Testify at Pepper Hearings—The Senate 
Subcommittee on Wartime Health and Education is con- 
tinuing its hearings on the nation’s health, September 
17-20. Causes underlying the rejection by Selective 
Service of nearly 5 million young men for physical and 
mental reasons will be investigated. Key witnesses will 
present their proposals as to how to insure the future 
physical fitness of the nation. Officials of the A.M.A. 
will have an opportunity to air their views, but it is ex- 
pected that significant testimony will also be forthcom- 
ing from labor. -Representing the A.F.L. will be Wil- 
liam Green and Robert Watt; from the C.I.O., Philip 
Murray and U.A.W. Secretary George Addes. 


West Coast problems, together with California’s long 
experience with various prepaid medical care plans, were 
recognized by the invitation extended to both represen- 
tatives of C.P.S. and labor. Albee Slade, Legislative 
Director of the L. A. Industrial Union Council, will rep- 
resent the C.I.O. for California. The N.C.U.H.C. will 
get a full report of the proceedings from Albee when 
he returns from Washington and will keep its readers 
informed. 


Symposium on National Medical Care—Worth noting 
are these comments of management and public officials 
on the attainment of health through broadened social 
security and the development of federally aided pro- 
grams: 


Henry J. Kaiser made this statement in a speech be- 
fore the United Steel Workers of America last May: 
“Every ‘worker in America should be able to buy the 
best in medical service in advance, pay for it on an in- 
surance basis, and enjoy to the full sense of indepen- 
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dence which will flow from such action. In the vast 
majority of instances, the hospitals and clinical facilities 
should be provided by industry; but where this is not 
possible the government should lend the required funds 
to enterprise or to individuals who are willing to under- 
take the responsibilities of organization.” 


Senator Claude Pepper, in his recent West Coast con- 
ferences with medical and labor representatives in 
Southern California and in San Francisco with the staff 
of N.C.U.H.C. and Dave Jenkins, member of our 
Board, indicated that, while we may be a long time in 
getting a national system of health insurance, the grant- 
ing of funds to assist existing and rapidly-developing 
prepayment plans, and to finance a more adequate hos- 
pital system is a likely possibility for the immediate 
postwar period. To assure the best policy in medical and 
hospital care plans, labor, along with other representa- 
tives of the public will want to have a voice in the ad- 
ministration of local plans. 


Surgeon General Parran, U.S.P.H.S., in his Septem- 
ber 4 speech at the University of California Medical 
Center, paid tribute te labor and recognized the workers’ 
stake in the nation’s health program with this state- 
ment: “It is not generally recognized that the labor 
movement, which has resulted in shorter hours of work, 
better wages and working conditions, abolition of child 
labor, and better food and housing for workers’ families, 
has been a powerful factor in raising levels of the na- 
tional health. Labor, directly and indirectly, has a big 
stake in the future National health program. Conversely, 
any sound National health program must be within a 
dynamic economic system which provides for labor full 
and fair employment. 

“The health program we seek will assure the best of 
health and medical care to workers and their farnilies 
as a part of the entire population. It also will create 
jobs. If we are to provide adequate health care for all 
our people, many hospitals must be erected and main- 
tained.” 


Surgeon General Parran proposes an integrated hos- 
pital system at the center of which would be the teach- 
ing and research facilities, and, in the remote areas, 
health centers, “the field stations of the future system 
of public health and medical care.” Apparently, the dis- 
tinction between public and private health is rapidly 
disappearing. 

Parran, too, pointed to the fact that our tremendous 
needs for more hospitals, medical personnel better dis- 
tributed, and for spreading the risks of expenditures for 
illness demand federal subsidy. He added that “each 
community would be given maximum opportunity to . 
work out its own plan, with its. own resources, with 
assistance from the states and from the Federal Govern- 
ment.” 


National Health Program—As Proposed by Surgeon 
General Parran (U.S.P.H.S.) 


A national health program to include adequate, inter- 
related and equitably distributed hospital and medical 
service, as well as greatly expanded preventive services, 
sanitary facilities and control of mass diseases, was pro- 
posed by Dr. Thomas Parran, Surgeon General, of the 
U.S. Public Health Service, in a Labor Day address 
made at the University of California Medical Center, 
during his recent trip to the West Coast. 


Speaking at the invitation of Dr. Robert Gordon 
Sproul, President of the University, Doctor Parran’s 
address was occasioned by the dedication of the new 
U. S. Cadet Nurse Corps Residence at the University’s 
School of Nursing. 


In detailing the proposed plan for such a National 
health program the Surgeon General pointed out that it 
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would be developed gradually, would be operated locally 
through grants-in-aid, and would be sufficiently diversi- 
fied to meet the needs of the individual States. It would 
be publicly supported through insurance, taxation or a 
combination of both. 

“The health program we seek will assure the best of 
health and medical care to the entire population,’ Doctor 
Parran said. “Hospitals today face a broader responsi- 
hility than ever before. The hospital of the future should 
be an instrument of total community health, with the 
facilities and skills necessary to promote health and pre- 
vent disease as well as to treat the sick. 

“A number of major elements go into the making of 
a National health program. As a first step, all available 
knowledge on the prevention of diseases should be ap- 
plied in every community. A National health program 
operating efficiently in every community of the land will 
bring about a great reduction in the volume of illness. 

“Broadened social insurance will advance National 
health by spreading the cost of illness. Social insurance, 
however, no matter how complete, does not constitute a 
National health program. It is only part of it, and con- 
tributory toward it. 

“Tt is my belief that there can be evolved in this 
country a Nationai health program fitted to the diverse 
social and economic problems throughout the forty-eight 
states. I do not visualize such a program as entirely 
socialized or an entirely private undertaking. Rather, it 
is a combination of both, designed to meet the needs of 
the American public which increasingly recognizes that 
a sound and healthful citizenry is essential to meet the 
tasks of peace no less than the emergencies of war.” 


State Mental Health Plan 


Governor Earl Warren stated on August 31, he would 
call a special conference in Sacramento to draft a state- 
wide program of therapy and preventive treatment in the 
field of mental health. 

Nearly a score of leaders in neuropsychiatry and pub- 
lic health, state officials and legislators were asked to 
meet with the Governor on Friday, September 8. 

“One of the most important health problems confront- 
ing the people of this State and nation is that of mental 
health,” declared Warren in calling the conclave. 

“Its magnitude is indicated by the fact the State has 
over 35,000 beds for the care of mentally ill patients 
and expends over nine million dollars annually for giv- 
ing this custodial service,” he added. 

He pointed out the National Selective Service has 
found that well over 10 per cent of all selectees examined 
have been mentally unfit or defective to a degree that it 
has been necessary to reject them for service in the 
armed forces. 

In addition to state officials, including heads of De- 
partment of Institutions, Social Welfare and Veterans’ 
affairs, those expected to attend next week’s conference 
include Dr. Karl Bowman, director of the Langley Por- 
ter Clinic; Dr. George Johnson of Stanford University ; 
Dr. Glenn Meyer of Los Angeles and Dr. William P. 
Shepard, chairman of the Western Branch, U. S. Public 
Health Association. 


New Health Service Department in Fresno 


The California State Department of Public Health is 
establishing a district office in Fresno to serve a large 
San Joaquin Valley area. 

Although primarily assigned to consult with and ad- 
vise local health officers in Calaveras, Tuolumne, Stanis- 
laus, Mariposa, Merced, Fresno, Tulare and Kings 
Counties, the staff of specialists will afford direct help 
whenever necessary. 
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Such activity, bolstering the endeavors of local agen- 
cies, makes for uniform progress throughout the state. 
A nine county territory will be served in this area 
branch, 


COUNTY SOCIETIES 7 


CHANGES IN MEMBERSHIP 


New Members (6) 
Alameda County (4) 


Dunn, Thomas B., Oakland 
Littlefield, Ruth B., Berkeley 
Pedemont, Leo. R., Oakland 
Small, L. Kendall, Oakland 


San Diego (1) 
Patterson, George W., San Diego 
San Francisco (1) 
Harrison, Harry L., Jr., San Francisco 


Inu Memoriam 


Crease, Henry George. Died-at Pismo Beach, Au- 
gust 15, 1944, age 76. Graduate of the Jefferson Medical 
College of Philadelphia, Pennsylvania, 1891. Licensed 
in California in 1901. Doctor Crease was a member of 
the Kern County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 

¥ 

Stratton, George West. Died at Marysville, August 
29, 1944, age 79. Graduate of the Missouri Medical Col- 
lege, St. Louis, 1888. Licensed in California in 1888. 
Doctor Stratton was a member of the Yuba-Sutter- 
Colusa County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 

- 

Wilmeth, Ossie Frank. Died at Oakland, August 
26, 1944, age 54. Graduate of the Lincoln Medical Col- 
lege, Eclectic, Nebraska, 1916. Licensed in California in 
1937. Doctor Wilmeth was a member of the Alameda 
County Medical Association, the California Medical As- 
sociation, and a Fellow of the American Medical 
Association. . 


Hoover's Sign—Among the teachers and_practi- 
tioners who did much good work in America was Charles 
Franklin Hoover. He served in this capacity at the 
Cleveland City Hospital from 1894 to 1907, and was pro- 
fessor of medicine (1907-25) at the Medical College 
of Western Reserve University. It was during this period 
(1913-17) that he investigated the ventilatory functions 
of the diaphragm.—Warner’s Calendar. 


Hick’s Sign—There is no phase of obstetrics or 
gnecology that John Braxton Hicks did not enrich. Yet 
his reputation will probably rest for the most part upon 
his classical papers, especially that “On Combined In- 
ternal and External Version,” and “On the Condition 
of the Uterus in Obstructed Labour.” Hicks was also 
the inventor of some useful apparatus, among which was 
a device for moving patients—Warner’s Calendar of 
Medical History. 


+ For roster of officers of component county medical 
societies, see in front advertising section. (To aid in war- 
time paper. conservation, roster is printed on alternate 
months. ) 
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Coming Meetings} 

California Medical Association. Session will convene 
in Los Angeles. Dates of the seventy-fourth annual ses- 
sion, to be held in 1945: Sunday, Monday, May 6-7. 

American Medical Association. The 1945 Session will 
be held in New York City. 


The Platform of the American Medical Association 


The American Medical Association advocates : 

1. The establishment of an agency of Federal Govern- 
ment under which shall be coérdinated and administered 
all medical and health functions of the Federal Govern- 
ment, exclusive of those of the Army and Navy. 

2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health, and the care 
of the sick on proof of such need. 

3. The principle that the care of the public health and 
the provision of medical service to the sick ts primarily 
a local responsibility. 

4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination. of needs and local control of admin- 
istration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

6. In the extension of medical services to all the people, 
the utmost utilisation of qualified medical and hospital 
facilities already established. 

7. The continued development of the private practice of 
medicine, subject to such changes as may be necessary to 
maintain the quality of medical services and to increase 
their availability. 

8. Expansion of public health and medical services 
consistent with the American system of democracy. 


(Note. For interpretative comments, see J.A.M.A., June 
24, 1944, pp. 574-576.) 


Medical Broadcasts* 


The Los Angeles County Medical Association: 

The following is the Los Angeles County Medical 
Association’s radio broadcast schedule for the current 
month, all broadcasts being given on Saturdays: 

KFAC presents the Saturday programs at 10:15 a.m., 
under the title, “Your Doctor and You.” 

In October, KFAC. will present these broadcasts on 
the following Saturdays: October 7, 14, 21, and 28. 

The Saturday broadcasts of KFI are given at 9:45 
a.m., under the title, “The Road to Health.” 

“Doctors at War”: 

Radio broadcasts of “Doctors at War” by the Amer- 
ican Medical Association, in coéperation with the Na- 
tional Broadcasting Company and the Medical Depart- 
ments of the United States Army and the United States 
Navy, are on the air each Saturday at 1:30 p.m., Pacific 
War Time. 


+ In the front advertising section of The Journal of the 
American Medical Association, various rosters of national 
officers and organizations appear each week, each list 
being printed about every fourth week. 


* County societies giving medical broadcasts are re- 
quested to send information as soon as arranged. 


Pharmacological Items of Potential Interest to Cli- 
nicians* : 

1. Bookward Ho! Educational issue JAMA (August 
19, 1944, Vol. 125, No. 16) always runs ads of hot 
medic volumes, but it misses a few: AAAS symposia, 
such as Aerobiology, Chemical Control of Insects, Tu- 
berculosis and Leprosy, Malaria, Mental Health, The 
Cell and Protoplasm, Relapsing Fever, Fluorine and Den- 
tal Health, Surface Chemistry, and Blood Heart and 
Circulation (AAAS, Smithsonian Institution, Washing- 
ton 25, for $3 to $4 each); various University Press 
publications on medicine, and medical society reports. 
Maybe some of these outfits should advertise in the 
Journal? Did you note J. S. Simmons & Co.’s Global 
Epidemiology (Lippincott, Phila., 1944, $7)? Or. R. L. 
Pullen & Tulane’s Medical Diagnosis (Saunders, Phila., 
1944, $10)? Or O. Glasser’s & Co.’s Physical Founda- 
tions of Radiology (Hoeber, N. Y., 1944, $5)? Or F. C. 
Zapffe’s series for med. students (Hoeber, N. Y., 1944, 
including M. Everett’s Biochemistry & C. Thienes’ 
Pharmacology)? Or K. Judovich & S. Bates’ Segmen- 
tal Neuralgia in Painful Syndromes (F. A. Davis, 
Phila., 1944, $5) ? Or T. Gordon’s Romance of Medicine 
(Davis, Phila., 1944, $5)? Or. D. Bispham’s Malaria 
(Wms. & Wilkins, Balt., 1944, $3.50) ? Or A. R. Rich’s 
Pathogenesis of Tuberculosis (Thomas, Springfield, Ill. 
1944, $10.50) ? Or E. C. Rosenow’s Poliomyelitis (Inter- 
nat. Bull. Med. Res., N.Y., 1944)? Or W. H. Gantt’s 
Experimental Basis for Neurotic Behavior (Psychoso- 
matic Med. Mon., N.Y., 1944, $4.50)? Or the 1944 New 
and Non-Official Remedies (AMA, Chicago, 1944, 
$1.50) ? Or Science in Societ Russia (Cattell Press, Lan- 
caster, 1944, $1.50) ? Or Volume Five of J. Alexander’s 
Colloid Chemistry (Rheinhold, N.Y., 1944, $20) ? Mime- 
od, but in book class are J. A. Phalen’s Blood Plasma 
Program & J. J. Waring’s Spontaneous Pneumothorax 
(Office Med. Info., Nat. Res. Counc., Washington, 1944, 
free). P. C. Bucy edits Precentral Motor Cortex (Univ. 
Illinois, Urbana, 1944), with Fulton foreword and fine 
contributions. 


2. Thiouracil in Toxic Goiter: E. B. Astwood’s full 
summary appears (J. Clin. Endocrin. 4:229, 1944). In 
clinical survey by T. H. McGavack & Co., it appears 
that 10 per cent of treated patients show toxic reactions 
(Ibid., p. 249). A. H. Meyer notes granulocytopenia 
after recommended dosage, with recovery after stopping 
drug and using pentanucleatids (Calif. West. Med., 61:55, 
1944). 


3. Insecticides: W. A. L.. David and P. Bracey show 
that activation of pyrethrins in fly sprays by sesame oil, 
lubricating oil, or butylundecyleneamides is caused by in- 
creased persistence of droplets (Nature, 153:594, May 
13, 1944). R. D. Lillie and M. I. Smith offer important 
report on toxicity of DDT (Pub. Health Rep., 59:979, 
984, July 28, 1944). This is amplified in issue of August 
4 with notes by A. A. Nelson & Co. Health hazard in- 
volved by oral or skin absorption—no data on inhalation 
in fly sprays—with possible hyaline and fatty degenera- 
tion of the liver, and with nervous symptoms. In- 
gested thiamin is NO mosquito repellent, say C. S. 


*These items submitted by Chauncey D. Leake, for- 
merly Director of U. C. Pharmacologic Laboratory, now 
Dean of University of Texas Medical School. 
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Wilson & Co. (Science, 100:147, August 18, 1944) in 
refutation of W. R. Shannon (Minnesota Med., 26:799, 
1943). 


4. Antibiotics: S. A. Walsman & Co. demonstrate con- 
trol of gram-negative infections by streptomycin 
(Science, 100:103, August 4, 1944). D. H. Rosenburg 
& J. C. Sylvester report penicillin rapidly penetrates 
meninges and that IV or IM administration should be 
effective in meningitis (Science, 100:132, August 11, 
1944). J. Brunel reminds us that many others noted 
antibiotic action before Fleming (Rev. Canad. Biol., 
3 :333, 1944). 


5. Thus and So: In the July, 1944, Gastroenterology, 
dedicated to Ajax Carlson, appears W. Alvarez’s dis- 
cussion on heartburn. F. H. J. Figge & Co. show exces- 
sive porphyrin excretion by UV fluorescence and suggest 
relation to cancer susceptibility (Cancer Res., 4:465-486, 
1944), E. L. Way and L. K. Chan note low toxity and 
high trypanicidal action of arsenical sulfonamide (J. 
Pharmacol. Exp. Therap., 81:278, 1944). A. Albert & 
Co. of Sydney note antistaphylococcal action of ma- 
pharsen (Nature, 153:712, June 10, 1944). J. Sacks show 
glucose absorption by muscle occurs by formation of 
hexaphosphate on cell membrane (Amer. J. Physiol., 
142:145, 1944). R. W. Raven describes effectiveness of 
dusting proflavine powder in wounds (Lancet, 2:73, July 
15, 1944). J. H. Ridout & Co. find that alloxan causes 
hypoglycemia by killing islet cells, with resulting insulin 
leeching into blood (Science, 100:57, July 21, 1944). 
I. Aird discusses military surgery in geographical per- 
spective (Edin. Med. J., 51:184, 1944). J. F. Rinehart’s 
ideas on salt metabolism in polio are in Naffziger volume 
(J. Nerv. Ment. Dis., 99:825, ’44). 


Out-of-State M.D.s Coming to California.—Far 
more doctors from other states than ever before are 
applying for “reciprocity” California medical licenses, the 
State Board of Medical Examiners reported on Au- 
gust 29. 

The Board said the increase “probably is due to the 
fact that many doctors in the military service wish to 
remain in California after the war; also many doctors 
in the East and Middle West are aware that over 4,000 
California doctors have entered the armed service and 
they feel that now is an opportune time to start a prac- 
tice in California and thus be established before the war 
ends.” 


Minimum Fees for Industrial Accident Work—Fee 
Schedules of Twenty-five Years Ago.—CaLirorNIa 
AND WESTERN MEDICINE, in an editorial in the June, 
1920, issue of the California State Journal of Medi- 
cine on page 212, and entitled “New Minimum Fees for 
Industrial Accident Work”, discusses the problem. 

In the July, 1920, number of the California State 
Journal of Medicine, under the report of the C.M.A. 
House of Delegates, appears a lengthy report, on pages 
260-264, inclusive. 

Also, the minimum fee table adopted on May 11, 1920, 
is printed in 1920 June issue on pages 237 and 238. 


Association of Military Surgeons of the United 
States.—TFhe complete program for the 52nd annual 
meeting of the Association of Military Surgeons of the 
United States to be held Nov. 2-4 at the Hotel Pennsyl- 
vania, New York City, has been announced by Col. 
Lucius A. Salisbury, Association present. 

The opening session at 10 A.M. Nov. 2 will feature 
addresses by Maj. Gen. Norman T. Kirk (M.C.), Surgeon 
General, U. S. Army; Vice Adm. Ross T. McIntire 
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(MC), Surgeon General, U. S. Navy; Thomas Parran, 
(M.D.), Surgeon General, U. S. Public Health Service, 
and Brig. Gen. Frank T. Hines, Administrator, Veterans 
Administration. 

A “Symposium on War Surgery,” under the direction 
of Brig. Gen. Raymond W. Bliss, (M.C.), Chief of the 
Operations Service of the Army Surgeon General’s 
Office, will take place during the afternoon of Nov. 2. 

Discussion panels, which will be integrated with forum 
lectures and symposiums, will be held after the regular 
sessions on ‘Thursday and Friday. Separate discussions 
led by outstanding specialists, have been arranged for 
medical, dental, veterinary, sanitary and medical admin- 
istrative corps officers. 

Other features of the meeting will be military and 
commercial scientific exhibits, arranged under the di- 
rection of Col. F. H. Foucar, of the Second Service 
Command Laboratory, Medical Motion Pictures, the 
Annual Banquet and special “Army” and “Navy” nights. 


American College of Surgeons.—The American 
College of Suregons, upon action of its Board of Re- 
gents, has canceled its Annual Clinical Congress because 
of the acute war situation that has developed, involving 
greater demands than at any time in the past upon our 
transportation systems for the carrying of wounded mil- 
itary personnel, troops, and war material. The Congress 
was to have been held in Chicago, October 24 to 27. 

At the annual meeting of the Board of Regents which 
will be held later in the year, fellowship in the College 
will be conferred in absentia on the class of initiates of 
1944, as there will be no Convocation exercises. At the 
same time the list of hospitals, cancer clinics, medical 
services in industry, hospitals, conducting programs of 
graduate training in surgery, and medical motion pic- 
tures, that meet the College standards, will be approved 
and later published. 

All present Officers, Regents, Governors, and Standing 
Committees will continue in office. 

War conditions permitting, the Clinical Congress will 
be held in the fall of 1945. 


Psychiatric Rehabilitation Clinic—The Department 
of Psychiatry of the Mount Zion Hospital of San Fran- 
cisco announces the opening of a Psychiatric Rehabili- 
tation Clinic for the treatment of ex-servicemen and 
women discharged from the armed forces on account of 
neuropsychiatric disabilities. 

The Clinic will utilize both individual and group ther- 
apy and will be staffed by psychiatrists, internists, psy- 
chiatric social workers, vocational advisors, dieticians. 
CIO. es 
The Staff will consist of Dr. J. Kasanin, Director ; 
Dr. Emanuel Windholz, Chief Psychiatrist; and a corps 
of volunteer psychiatrists, psychiatric social workers, 
etc. 

The project was made possible by a grant from the 
Columbia Foundation of San Francisco. 


Address by Dr. Wilbur A. Sawyer, Former Cali- 
fornia State Health Director.—One of the world’s best 
informed experts in international health is Dr. Wilbur 
A. Sawyer, who is now Director of Health for the 
United Nations Relief and Rehabilitation Administration. 
He has just assumed the important duties of this office 
following a service of a quarter of a century with the 
International Health Division of the Rockefeller Founda- 
tion. At the time of his retirement from the Foundation 
in June he was Director of the Division. Prior to his 
association with the Rockefeller interests he was Chief 
of the Division of Laboratories and finally Director of 
the California State Department of Public Health. He 
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recently addressed the New York Academy of Medicine, 
where he presented the Hermann M. Biggs Memorial 
Lecture under the title, “International Health.” The 
address is printed in California’s Health, semi-monthly 
bulletin of the California State Board of Public Health, 
in its issue of September 15, 1944. 


Los Angeles Poliomyelitis Fund.—Five months of 
legal interchanges ended on August 25, with the decision 
that the $17,265.88 collected from Los Angeles city school 
employees and pupils last February for infantile paralysis 
relief, is to be divided equally between the Harlan Shoe- 
maker Foundation and the National Foundation for In- 
fantile Paralysis, it was announced by the Board of 
Education. 

Dr. Raymond E. Pollich, assistant school superintend- 
ent, in charge of such funds, said that each of the two 
organizations had agreed to accepting one-half of the 
fund collected here. 


Northern California Physicians’ Art Society.—With 
some 60 friends of the medical, art and musical worlds 
as guests,-Dr. and Mrs. Chelsea Eaton and Dr. and 
Mrs. Francis H. Redewill were joint dinner hosts last 
night at Orinda Country club, celebrating the opening of 
the club’s art exhibition. 

This exhibit, sponsored by the Northern California 
Physicians’ Art Society, consists of some 90 art pieces 
in oils, water colors, tempera, pastels and wood carvings. 

Members of the scciety include 25 physicians in cities 
around the bay whose hobby is art in some form. 

Among Oakland and Berkeley doctors who contributed 
to the exhibition were Drs. Chelsea Eaton, S. H. Babing- 
ton, David Hadden, Albert Paul Krueger, F. H. Rede- 
will and L. W. Wuesthoff. 


The Northern California organization is affiliated with 
the national art group formed eight years ago, the Amer- 
ican Physicians Art Association, of which Dr. Eaton is 
first vice-president, and Dr. Redewill, executive secre- 
tary-treasurer.—Oakland Post-Enquirer, September 15. 


Perhaps Half of Nation Mentally Ill.—Some startling 
facts on the psychiatric toll of World War II were given 
to Huntington Park Kiwanians last Friday by Dr. D. D. 
Eitzen, Ph.D., noted psychologist and educator. 


“Only 12 out of every 25 babies born today are destined 
to be ‘normal’ adults,” Dr. Ejitzen said. “Of the 25, 
one will be completely insane—the other 12 will be 
psycho-neurotics.” 


Reviewing the tremendous mental casualties of this 
war, Dr. Eitzen. pointed out that from 33 to 60 per cent 
of all overseas casualties stem from mental breakdown 
and that 15 per cent of all 4-F’s are emotionally unde- 
veloped. 

“However,” he continued, “the war does not produce 
them. It precipitates them.” 


The alienist pointed out that this condition is a chal- 
lenge to society, educators, ministers and psychologists 
of the nation, and urged an indulgent understanding of 
the problems of the returning servicemen. . . —Hunting- 
ton Park Bulletin, August 24. 


Old Tubercular Spots Flare Up at 42,000 Foot 
Altitude—Howard W. Blakeslee, Associated Press 
Science Editor, on September 5, reported that two doc- 
tors who voluntarily exposed themselves in the interests 
of science to repeated excursions into thin air at 42,000 
feet developed active tuberculosis of the lungs. 

This tuberculosis, as it was reported to the Aero Medi- 
cal Association of the United States yesterday, was not 
caught directly in the altitude experiments, but was 
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caused by thin air reopening old, long healed tubercular 
spots in their lungs. 

The report was made by Doctors Alvan L. Barach, 
Artell E. Johnson and Colter Rule, of the College of 
Physicians and Surgeons, Columbia University. The doc- 
tors making the experiments were not identified. Both 
since have recovered. 

Their experiments were made in a steel chamber of a 
sort used by the army and navy to produce air condi- 
tions of extreme altitudes at which the latest fighting 
planes sometimes must fly. 

The chokes, an affliction of extremely high altitude 
flying, were also described to the Association. 

The chokes are coughing, something like asthma. Of 
themselves, they are not dangerous, but they endanger 
combat aviators, because a choking man cannot keep on 
his oxygen mask. He cannot live at high altitudes with- 
out his mask, so he must descend to lower altitudes, 
where flak is dangerous. 


Doctors of Medicine as Others See Them.—“During 
recent years, the medical profession and its work have been 
much misrepresented in certain lay publications. A perusal 
of editorial comments appearing in some California news- 
papers, in which appreciation is expressed for the healing 
and altruistic work of physicians, should therefore be of 
interest.” 

The above item, with some quotations, appeared in 
CALIFORNIA AND WESTERN MEDICINE: July, 1942, issue, 
pp. 108-109; October, pp. 269-270; November, pp. 287 
and 331-332; January, 1943, issue, pp. 49 and 50; Febru- 
ary, pp. 92-93; April, pp. 255-257; May, pp. 305-308; 
July, p. 96; and August, pp. 146-147; September, 1943, 
p. 197. More recent items follow: 


Doctors AND War 


Experience will ever be foremost in importance in 
developing the efficiency of the individual and we may 
therefore look forward to the return of the thousands of 
medical men who are serving their country with the 
armed forces with a feeling that they have taken a post- 
graduate course which better fits them for service at 
home in times of peace. 

In the past, when great battles were fought, loss of 
life was multiplied because of lack of prompt and ade- 
quate medical care for the wounded, the mentally sick 
and victims of the strange ailments developed in foreign 
lands. In the present war the story has been different. 
“Medics” have been given better preliminary training, 
better equipment and supplies. Now they are getting the 
experience of actual administration. 

Even yet the full amount of the achievements of medi- 
cine on “D-Day” has not been fully impressed upon the 
country. It is reported that within forty-five minutes 
after the first troops landed on the shores of France, a 
medical unit was on the beachhead picking up the 
casualties, while in the background a landing craft was 
being converted into an operating theater. 


Fifty thousand American doctors are in the armed 
forces and all are now trained experts at the business 
of saving lives. And while we think of the doctors and 
their trying experiences in both the battle areas and hos- 
pitals, we should not forget the doctors who have had 
to remain on the home front where all are working day 
and much of the night to care for the afflicted. They, 
too, are acquiring experience beyond which they would 
not have gone in peace times.—Chico Record, Septem- 
ber 2. 

* * * 


MopERN MIRACLE 


The records established in production, in training and 
outfitting armies, and in meeting the thousands of other 
emergency needs of war, constitute modern miracles, un- 
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believable in any earlier era. But the greatest miracle of 
all is in the daily record of lives saved and maimed 
bodies reclaimed. There, America’s military medical men 
have a record of achievement that is both magnificent 
and heart-warming. 

A war department announcement reveals that our gal- 
lant medical corps men and women are bringing about 
the recovery of 96 per cent of all the men wounded in 


action—and that about two-thirds are returned to active 


duty. 

Part of the credit for this miracle is given to mod- 
ern mobile surgery which brings treatment to the men 
on the front lines. The dangerous delays of previous 
days when wounded men were brought to base hospitals 
in the rear before receiving treatment have been elimi- 
nated. New reconditioning techniques developed by the 
armed forces also have played a major part in achieving 
today’s medical miracles. Every modern technical device 
and procedure are employed in restoring wounded men to 
health. Strange gadgets are used to strengthen limbs 
backs, and abdomens gone flabby. In competitive games 
the men forget the casts on their limbs. 

The medical record of World War II, compared to 
that of World War I, is miraculous indeed! But the 
armed services are not satisfied with achieving a 96 per 
cent rate of recovery. Continual research is in progress 
to make the record even better. The miracle men of the 
medical corps are accomplishing wonders in softening 
war’s tragedies, and all America owes them a great debt 
of gratitude—San Mateo Times and Leader, September 7. 

coca 


Asx Your Own Docror Wuat HE THiInKs 
Asout THis 


Yesterday a Hanford doctor told the writer that one 
of these days the government is going to “force” him to 
retire from the practice of medicine. 


He says that when the practice of medicine is socialized 
so that the government tells the patient what doctor to 
go to and when and where, he will feel compelled to stop 
being a doctor then and there. 


We wondered about that. Today, your youngster is en- 
couraged to attend high school, college and then perhaps 


medical school. He will serve many long years of 
apprenticeship both in school and in the first hard years 
after graduation. He will work many years for a very 
small income. But under the American system he still 
has the opportunity to become a great doctor or surgeon 
—to be better than the average, to be sought after for 
his talents. 

If this is changed so that all doctors are lumped to- 
gether like so many points in a ration book, your son 
may not aspire to become a medical student. Other 
people’s sons may not want to suffer the long, tedious 
years of study and work required for good medical train- 
ing. Then the brilliant medical history that has been 
written in these United States may begin to taper off. 
The progress we have made may be sharply curtailed, 
insofar as it benefits you and your family if you are 
forced to rely on a government doctor. 

The arguments for and against socialized medicine are 
certainly confusing. Certainly some sound method of 
providing medical assistance for the needy and under- 
privileged can be maintained without destroying the 
fundamental principle of free enterprise which has devel- 
oped so many great doctors, lawyers, surgeons, inventors, 
businessmen, etcetera in America. 


Ask your own doctor what he thinks and what he 
knows about this. Our friend was deeply disturbed about 
the subject. It is vital to you and your family, as it is 
to every American. If you have an opinion, write a letter 
to the editor of this newspaper so that we can publish it 
and let others know what Hanford people think in re- 
gard to this subject—Hanford Journal, August 26. 
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War HE.Lprep HERE 

The medical department of the Army has declared un- 
equivocally that atabrine, the war developed substitute 
for the treatment of malaria, is even more effective fo 
this purpose than time honored quinine. , 

Particularly important is the statement that atabrine 
has a high percentage of cures in the treatment of 
falciparum malaria, against which quinine has been of 
doubtful value. 

Though the emoluments from war are few as com- 
pared with the terrific cost, they are not entirely non- 
existent. Atabrine is but one of many which could be 
mentioned. 

War demands what it needs, and in the development 
of those things serves in effect as a catalytic agent. 
Fortunately many of these discoveries can be used in 
peacetime for the benefit of mankind. 

But how much better off the world would be if the 
same amount of energy, inventiveness and skill were 
employed solely for the advancement of the human race 
without paying the terrible price of war—Fresno Bee. 

io 


Kerp THE Horsk BEFORE THE CART 

Recently a business man accosted a friend who said: 
“Well, Doctor, I see where they are going to socialize 
your business under the Federal Social Security Act.” 

The Doctor, who had spent his life helping the ill and 
afflicted in his community, regardless of their financial 
circumstances, said: “Oh no, my friend, they are going 
to socialize you. When the Federal Government takes 
six per cent from your employer on wages paid up to a 
specified amount, tells you what doctor to go to, when, 
and where, you will be getting the benefits of socialism, 
not I. When that day comes I will go. back to pipe 
fitting, which is just working with a différent kind of 
pipes than those in a human.” 

Yes, it’s the public, not the doctors, that would suffer 
from politically appointed physicians. There would no 
longer be incentive for the better doctors to carry on. 
An independent pipe fitter would have more future than 
a socialized doctor.—San Francisco Noe Valley Progress, 
August 24. 

*& 2 


Ler THEM SPEAK 


More than 55,000 doctors are serving in the armed 
forces. A few years ago they were busy carrying on 
medical practices and bettering the health of the com- 
munities in which they lived. War removed them to far- 
away corners of the world. But they still find time to 
consider vital questions affecting the medical profession. 
A medical officer recently addressed a plea to every phy- 
sician and medical organization on the home front. He 
said: “Please help keep the practice of medicine out of 
government control.” 

Commenting on this mute appeal, Medical Economics 
says: “Every medical society in the country should have 
a committee to help preserve free medicine. Such com- 
mittee should tell the doctor in service about the prob- 
lems they’re up against and how they’re attempting to 
counter them. Let them assure him that if it is humanly 
possible to do so his civilian colleagues will keep politi- 
cal opportunism out of medicine. 

“More than anything else, the men who are fighting 
for us want a chance after the war to pick up where 
they left off. The least we at home can do is to try 
to assure them that chance. Legislation of the Wagner 
variety (to socialize the medical profession) must not 
be permitted to pass at a time when so many of our 
profession are absent from the country on active duty. 
They’re entitled to express themselves at least on a pro- 
posal that would, if adopted revolutionize the practice 
of their profession. . .”—-Vallejo Times Herald, Au- 
gust 12. 
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Press Clippings.—Some news items from the daily 
press on matters related to medical practice follow: 


Governor Dewey for Broader Health Provisions 


Tonight I am going to talk about another aspect of 
this great question: 

How we are to obtain greater security for the men and 
women of this country in their personal lives and what 
the United States Government should do about it... . 

Fourth: We must help to develop a means for assur- 
ance of medical service to those of owr citizens who need 
it, and who cannot otherwise obtain it. 


This is a task that must be carried out in coédperation 
with our medical men. There can be no group better able 
to advise on medical care than the medical profession. 
Yet, unhappily, this is the very group which the New 
Deal has managed to alienate. Our free and independent 
medical profession has advanced medical science in Amer- 
ica ahead of every other nation in the world. Its freedom 
has made it great. It should be encouraged, not discour- 
aged. 


Let us enlist the leadership and aid of the doctors of 
America in organizing our private and public hospitals as 
well as our other services into a fully effective system to 
protect the health of all ovr people.—San Francisco 
me September 23, 1944. (Editorial comment on p. 


Sale of Government Surplus Medical Supplies 


A big fight in the Senate-House conference committee 
on surplus property disposal came on the proposal that 
surplus educational and health supplies be given to schools 
and hospitals. Senator Lester Hill of Alabama and Rep- 
resentative Bender of Ohio led the fight for this proposal, 
with Mississippi cotton-grower Whittington leading the 
three-man opposition. 

Shortage of surgical equipment and other hospital needs 
is well known, and educational authorities are extremely 
worried about replacing school equipment. The schools 
have trained over nine million people of all ages for war 
jobs in the past few years, and their equipment has de- 
preciated alarmingly. New equipment is not available 
and, even if it were, few schools have the funds to buy it. 

After a full two days of argument, and just as the com- 
mittee was ready for a third time to give up, Missouri’s 
level-headed Jack Cochran finally proposed a substitute 
which was soon agreed upon. Alabama’s Manasco and 
Mississippi’s Whittington were not satisfied, but they were 
now a minority of the House delegation and so had no 
choice but to accept. 

The Cochran compromise permits the Federal Govern- 
ment to sell equipment on special terms to hospitals and 
schools, or to lease it to these institutions.—Drew Pear- 
son in ‘Washington Merry-Go-Round,” San Francisco 
Chronicle, September 18, 1944. 


Cradle-to-Grave Security Plan Submitted to Britain 


London, Sept. 25.—(AP.)—The British government pre- 
pared today to present a gigantic all-embracing “‘pros- 
perity and happiness” plan for national social security— 
at last providing its answer to the ambitious but con- 
troversial Beveridge plan of a year ago. 

The plan, calculated to cost $2,600,000,000 the first 
year compared with $2,788,000,000 for the Beveridge plan, 
will be offered in the House of Commons in the form of a 
white paper as the House meets tomorrow after a seven- 
week vacation. ; 

The plan would affect every man, woman and child in 
Britain, and cover human needs from the cradle to the 
grave as does the Beveridge plan. 

It would provide unemployment and sickness insurance, 
health service, widows pensions, retirement pensions, 
family allowances, orphans allowances, motherhood 
grants, and its proponents will claim it is the greatest 
social security charter ever introduced by any government 
in any country. 

The government doesn’t propose to put it in operation 
until after the war.—San Francisco Chronicle, Septem- 
ber 26. 


Richmond Bay Area Doctor Shortage 


To discuss a means of increasing medical care for resi- 
dents and workers of Richmond, a group including the 
mayor, city health representatives, members of the county 
medical society, the War Manpower commission and civic 
groups attended a closed meeting of the Labor Health 
Council, which was held on August 24, at 601 Nevin 
Avenue. 

The meeting was called by the city council at the re- 
quest of the Bay Area Joint Labor Health Council of the 
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AFL-CIO, which pointed out that the shortage of physi- 
cians and trained medical personnel in this area was dan- 
gerous to the health of war workers and other citizens. 

In the letter requesting the meeting which was sent to 
the city council, Joint Labor Health Council officials em- 
phasized the effect which the medical shortage is having 
upon absenteeism of war workers.—Richmond Independ- 
ent, August 24. 


Dr. Karl L. Schaupp Is Willing to Learn—and Wants to 


And Maybe That’s Why Mayor Lapham Picked Him 
For Job 


Just after Karl L. Schaupp, M.D., was sworn in as 
the newest member of the Board of Education in Mayor 
Lapham’s office Saturday afternoon, he turned to Bob 
Letts, the mayor’s executive secretary, and said: 

“When does the board meet? And where?” 

The question typifies Dr. Schaupp’s attitude toward his 
new job. He doesn’t know anything about it, and freely 
admits it. It is more than possible this influenced the 
mayor in picking him, because there were plenty of can- 
didates in San Francisco who knew all about it... . 

He is by profession an obstetrician. He is also a 
teacher, having taught obstetrics to a dozen academic 
generations of Stanford Medical School students. 

But, he is quick to point out, this doesn’t give him any 
professional standing as an educator. “There’s a vast 
difference between graduate students, to whom knowledge 
of their subject is money and prestige, and youngsters, 
learning the fundamentals more or less involuntarily,” he 
said. “It’s obvious the two problems are entirely dif- 
ferent.” 


Agrees on Hill Report 


He is in agreement with the core of the Hill report— 
that the function of the Board of Education is to lay 
down broad policies, and not to administer the school 
system. 

“The board has already approved that principle,” he 
said. ‘“‘There’s no longer any controversy over it—if there 
ever was,” he added, diplomatically. .. . 

His medical training and practice has given him two 
points of view, he thinks, that may influence his work on 
the board. One is the habit of thinking in terms of people 
—in this case of children. “I’m not interested in sta- 
tistics. Personal problems, personal adjustments, personal 
happiness are what interest me,” he said. 

The other is not to make up his mind—not to diagnose 
—until all the facts are in. “I have no idea of what 
changes of policy may be needed for the school system 
here—maybe none. But Mayor Lapham asked me to 
serve, saying some improvement was necessary. I’m en- 
tering upon the job without any preconceived ideas. I'll 
do the best I can.” . . .—San Francisco News, Septem- 
ber 18. 


My Day 
By Eleanor Roosevelt 


Hyde Park, Sept. 19.—I happened to see the other day 
that Dr. Martha Eliot, assistant chief of the Children’s 
Bureau [E.M.I.C. supervisor], is urging more women to 
become doctors. It was a long fight before women were 
finally accepted into the Medical Corps of the Armed 
Forces, but they are now in. Here at home, the shortage 
of doctors has given women a chance to practice in a 
broader field than they would have had an opportunity to 
enter before. The war quotas which formerly held down 
the number of women admitted to medical schools have 
been eliminated, and the whole outlook for women in 
medicine is more favorable. 

One particular phase of medical care, I think, will be 
benefited above all others if the number of women doctors 
is increased. In rural communities it has always been 
difficult to obtain good doctors. If scholarships could be 
given to women, with the understanding that they would 
then serve a few years in rural areas, I think we could 
greatly improve the standards of health throughout this 
section of our population.—E. R.—San Francisco News, 
September 20. 


“Our Feet Are Taking a Beating” 


Chicago, Sept. 14.—Women take off their shoes at the 
movies and men kick off their shoes for slippers on com- 
ing home because “our pedal extremities are taking a 
beating,” according to Dr. Lemuel C. McGee, of Wilming- 
ton, Del.-—San Francisco News, September 14. 


It takes dissatisfaction to get useful ideas going.— 
Donald A. Laird. 
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LETTERSf 


Concerning Social Security Representatives That 
Physicians Must Register If They Give Emer- 
gency Professional Services for Colleagues: 


(copy) 
September 25, 1944. 


Room 1331, 450 Sutter Street 
San Francisco 8, California 


Paul C. Barton, M.D., 

Executive Officer, 

Procurement and Assignment Service, 
Washington 25, D. C. 


Dear Doctor Barton: 


Recently a great deal of disturbance and interference 
with the practice of medicine in the case of several busy 
practitioners has been brought about by the agents of the 
United States Treasury Department, Bureau of Internal 
Revenue. This sounds pretty ominous, I know, but it is 
also serious, and to me, inexcusable. 


A Miss Anne Dunn, whose chief I believe is Mr. 
Albert Sellinger of the Bureau of Internal Revenue, 100 
McAllister Street, San Francisco, California, has recently 
been interviewing certain doctors, and I believe it is con- 
templated that they are going to canvass the whole field, 
with a view to determining whether these doctors are 
paying any other physician for taking care of his patients 
during his vacation, or during an emergency when he is 
unavailable through any reason whatsoever. These agents 
state that if a doctor compensates a confrere for visiting 
one of his patients in the middle of the night, or when 
he is on vacation, the doctor who makes the visit must 
register under Social Security, must pay a certain amount 
of money for this fee, and that the doctor for whom he 
has performed this service and who has reimbursed him 
must also pay a certain sum to Social Security. I have 
given you this simple case, which is an actual case, in 
order to show how far certain departments in the Gov- 
ernment are reducing certain laws to absurdity. It means 
that at this time, of all times, when every physician is 
practically killing himself to take care of the civilian 
population, that for the sake of carrying out some theory 
to the ’nth degree, the physician is now being asked to 
go through a great deal of time-consuming work in order 
to satisfy some crackpot regulation which was never 
meant to cover these cases and is only cutting down and 
interfering with the medical care of the civilian popula- 
tion. The probable actual number of dollars and cents 
is so little as to be meaningless. Furthermore, practically 
every physician who makes an emergency call for another 
physician or takes care of certain patients for a physician 
who is sick or even on vacation to keep from being sick, 
has his own practice, is self-employed and does not wish 
to be registered under Social Security or take the neces- 
sary time and carry the necessary bookkeeping, and make 
out the forms necessary to carry on such an absurd pro- 
gram. 

The above does not apply to physicians who are hiring 
assistant M.D.’s on a salary basis for full or part time 
work. Such cases very conceivably come under the in- 
tent of the Social Security regulations and there is no 
objection to this. The absurdity lies in carrying this to 
such an intolerable degree.: I do not know whether this 
procedure here in San Francisco is based on a national 
direction or whether it is possibly the idea of some local 
sub-department head, but I believe that it is to the inter- 
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est of the Procurement and Assignment Service and to 
the medical profession to determine this. 

I do not know of any profession that is taking the 
beating because of the number of members in the mili- 
tary forces, that the medical profession is. It has become 
absolutely necessary for doctors to spell and relieve one 
another in order to, in any way, maintain their own 
health and efficiency during this emergency. Many of us 
are taking care of the practices of other physicians while 
they are in service, and reimbursing them for a per- 
centage of the income received from their patients. This 
is a pure partnership basis. Similarly, many physicians 
are taking night calls or week-end calls on a rotational 
basis while their confreres are absent. Remuneration for 
this is also on a partnership basis in the individual case. 
If now, in addition to doing their utmost to cover this 
emergency situation, the Treasury Department is going 
to throw a lot of extra work on the medical profession 
in order to dot an 7 in an isolated sentence, to comply 
with someone’s interpretation of an otherwise good law, 
we, in this country, are certainly in for a bad time. 

It is my request and suggestion that the Central Board 
in Washington immediately investigate the source and 
authority and reasons for the above procedure on the part 
of the local, if not national, department of Internal 
Revenue, with a view to obtaining some means of relief 
for the medical profession. If persisted in, this is going 
to, and as a matter of fact is, interfering with the efforts 
of Procurement and Assignment Service and the efforts 
of the medical profession which is doing such a noble job 
during these trying times. Already I am having doctors 
call me up saying that they will not make any more calls 
for other physicians if they have to go through all this 
red tape, because they are performing an act which is 
helping out ‘a physician, which they are in no way obli- 
gated to do. Although I have not been approached per- 
sonally, I imagine that I will be in the near future. I 
can only say this, that several confreres have realized 
that I was giving my time to War Manpower at a ter- 
rific financial and physical sacrifice and they have gladly 
and patriotically released me of night calls during this 
emergency and during the absence of my brother who is 
in the Navy. In a great many cases I have reimbursed 
these physicians for covering me in these emergencies, 
paying them either all or part of the fee which I have 
collected from the patient who was glad to have this phy- 
sician in my absence. If I have to now go back through 
my books for the last two years and ferret the exact 
sums of money which I have paid on individual cases, 
and have to fill out Social Security forms for these vari- 
ous physicians, and if these various physicians are forced 
to take out Social Security numbers and go through simi- 
lar red tape of reporting these fees, I will certainly have 
to not only resign from Procurement and Assignment 
Service, so that I may work for Social Security, but I 
will also immediately give up any attempt to cover my 
patients through making available to them the services 
of other physicians. 

I would appreciate your reactions and the reactions of 
the Central Board regarding the above, and I would also 
request that you investigate and inform me as to what 
the future holds regarding it. 

With kindest regards, I remain, 

Sincerely yours, 
Haroww A. Fietcner, M.D., 
California State Chairman for Physicians 
Procurement and Assignment Service. 


(Medical Jurisprudence. Concluded from p. 227) 
Accident Commission approved a surcharge of 
15 per cent over the existing fee schedule effective 
August 1, 1944. This order of the Industrial 
Accident Commission will be discussed more at 
length in. the next issue. 





October, 1944 


MEDICAL JURISPRUDENCE} 


Hartity F. Peart 


San Francisco 


California Workmen’s Compensation Act As It 
Affects Physicians and Surgeons 


This is the second of a series of articles com- 
mencing in the September, 1944, issue of CaLt- 
FORNIA AND WESTERN MEDICINE (page 177), 
with reference to the above subject and with 
particular emphasis being placed upon the fees 
of physicians and surgeons in industrial injury 
cases. 


In October of 1942, by direction of the Coun- 
cil of the California Medical Association, there 
was filed with the Industrial Accident Commis- 
sion an application for the adoption of a new, 
complete and adequate medical and surgical fee 
schedule to serve as a guide for the Commission 
in making awards in industrial accident cases and 
to supplant the existing inadequate and out- 
moded schedule originally adopted in 1913 and 
readopted with but a small increase in 1920. The 
fee schedule in current use lists only 87 pro- 
cedures and operations while the proposed new 
schedule presented by the California Medical 
Association lists 543 medical and surgical pro- 
cedures and operations, which experience has 
shown are encountered in industrial cases. In its 


new fee schedule, the Association sought to re- 
vise the compensation fixed for the 87 items set 


out in the old schedule and to establish for the 
first time reasonable compensation for 450 new 
items. 


On February 15, 1943, the Industrial Acci- 
dent Commission held a public hearing upon the 
proposed schedule at which the C.M.A., private 
insurance companies, the State Compensation 
Iund and self-insurers were represented. Upon 
completion of the hearing, the new schedule was 
taken under advisement. After giving the matter 
its consideration, the Commission raised as a 
major objection to the adoption of the new sched- 
ule the fact that in its opinion the Commission 
would not have the necessary authority to enforce 
compliance with the schedule by employers, pri- 
vate insurance companies and physicians through- 
out the State. Mr.-Paul Scharrenberg, Chairman 
of the Commission, cited Section 5304 of the 
California Labor Code as the primary obstacle to 
adequate control by the Commission of fees paid 
to physicians in industrial injury cases. This sec- 
tion reads as follows: 


“The Commission has jurisdiction over any controversy 
relating to or arising out of sections 4600-05 inclusive 
(Sections relating to medical care) unless an express 
agreement fixing the amounts to be paid for medical, sur- 
gical or hospital treatment as such treatment is described 
in those sections has been made by the persons or insti- 
tutions rendering such treatment and the employer or in- 
surer.” (Italics supplied.) 


The legal effect of this section is to take away 
from the Commission jurisdiction to determine 


} Editor’s Note.—This department of CALIFORNIA AND 
‘WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from the syllabi of 
recent decisions and analyses of legal points and pro- 
cedures of interest to the profession. 
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medical fees, in any case, where there has been 
an express agreement made between the physi- 
cian and the employer or insurance company cov- 
ering fees to be paid. The Industrial Accident 
Commission cited instances where physicians 
agreed to make rebates to the insurance com- 
panies with the Commission having ne power to 
prohibit such a practice. It was suggested by 
the Commission that this would have a detri- 
mental effect on the State Compensation Insur- 
ance Fund because, whereas the state operated 
company would comply with the proposed fee 
schedule if it should be adopted, the private 
companies would be free to force rebates from 
physicians and thus achieve an advantage. 


It was the opinion of the Council of the Cali- 
fornia Medical Association, that in spite of Labor 
Code, Section 5304, most private insurance car- 
riers would abide by the new schedule and that 
the Association could control agreements be- 
tween physicians and insurance companies by 
disciplinary action against any member of the 
Association who might enter into an agreement 
with an insurance company to accept fees less 
than those set in the new fee schedule or to re- 
bate on established fees. Notwithstanding its 
opinion in this regard, the C.M.A. wished to 
meet the objection raised by the Industrial Acci- 
dent Commission and to this end procured the 
amendment of Assembly Bill 292, and the intro- 
duction at the 1943,session of the California 
Legislature of Senate Bill 1097. These bills pro- 
posed to add a new section to the Labor Code 
which would, in effect, prevent agreements be- 
tween physicians, hospitals and workmen’s com- 
pensation insurance carriers which had for their 
purpose the payment by insurance companies and 
acceptance by physicians of compensation less 
than that prescribed in the new fee schedule, 
should it be approved and adopted by the Indus- 
trial Accident Commission. Sanctions were pro- 
vided in the proposed amendment to the law 
which would make it readily enforceable against 
both physicians and insurance companies who 
might attempt to deviate from the established fee 
schedule. Unfortunately, the bill met with such 
determined opposition on the part of some insur- 
ance companies that efforts to bring about its 
passage were unavailing. 


It is true that under the existing law the Indus- 
trial Accident Commission is not given jurisdic- 
tion over controversies involving the fees for 
medical services in industrial injury cases where 
there is a written contract establishing the fee 
between the employer or his insurance company 
and the physician. Amendments to the law along 
the lines of Senate Bill 1097 are extremely de- 
sirable, but notwithstanding this defect in the 
law, urged as the bar to adoption of the proposed 
new fee schedule by the Industrial Accident Com- 
mission, the C.M.A. felt a revision of the sched- 
ule was none the less imperative. Accordingly, 
the C.M.A. diligently pursued its efforts to bring 
about approval of the new fee schedule. Some 
measure of success was achieved by the Associa- 
tion when, on July 18, of this year, the Industrial 

(Concluded on Page 226) 
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TWENTY-FIVE YEARS AGO+ 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XVII, No. 10, October, 1919 


EXCERPTS FROM EDITORIAL, NOTES 


Are There Enough Doctors?—Common opinion, both 
lay and professional, says that there are enough and 
more than enough doctors to supply the medical 
needs of the country. Recent circumstances, however, 
throw considerable doubt on the accuracy of this con- 
clusion. The difficulty of the Army and our allies in ob- 
taining the doctors needed for the war was a surprise. 
Also were we surprised to find the dearth of physicians 
in many localities when the military need had been met. 
Hospitals, clinics and laboratories were confronted with 
a serious problem in the scarcity of doctors, Industrial 
concerns and public health agencies likewise reflected 
the lack. The difficulty in filling the military needs was 
followed by the drafting of senior medical students even, 
and then the experience of England and the startling 
shortage of doctors in civilian lines led to a careful 
conservation of the available supply of doctors and the 
exemption of medical students. Even under these ex- 
treme conditions, the statesmanlike attitude was pre- 
served that only high class, well-trained doctors are 
wanted, and the multiplication of medical schools was 
discouraged and inferior schools were closed. 

Dr. I. M. Rubinow in a recent issue of the Medical 
Review of Reviews undertakes to analyze the question 
of the supply of doctors in proportion to the demand for 
them. He estimates the total number of doctors in the 
United States at 150,000 roughly, as compared with 
133,000 lawyers, 134.000 clergymen, 140,000 music teach- 
ers and 600,000 teachers of all sorts. It is unnecessary 
here to dispute over the relative importance of these 
various classes. Certainly, however, the average family 
has greater need for a doctor than a lawyer and cer- 
tainly a doctor cannot expect to serve as large a clien- 
tele successfully as can a clergyman. An estimation of 
one doctor per 600 or 700 population means nothing 
because of diverse conditions in different sections. .. . 


Editorial Comment.—Why do all the new medical 
graduates wish to locate in a city? Why is there a 


greater shortage of doctors in small towns and_ the 


country than in the cities? 


EXCERPTS FROM ORIGINAL AND OTHER ARTICLES 
From an Article on “The Need for a State Hospital 
School for Indigent Crippled and Deformed Children,” 
by Harry Leslie Langnecker, M.D., San Francisco— 
Most physicians and many laymen, realize the necessity 
for better treatment and care of indigent crippled and 
deformed children. Those members of: the medical pro- 
fession who are intimately interested in the treatment 
of these correctable defects, understand better than any- 
one else, the lost opportunities in the neglected and un- 
treated cases. Not until last year, has any definite means 
(Continued in Back Advertising Section, on Page 30) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities 
some twenty-five years ago. It is hoped that such presen- 
tation will be of interest to both old and new members. 

Historical reminiscences, papers and other archives will 
be welcomed by the C.M.A. Committee on History, to 
whom such should be sent. Address same to the Com- 
mittee’s Secretary, Dr. George H. Kress, Room 2004, 450 
Sutter, San Francisco 8. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIA 


By F. N. Scatena, M.D. 
Secretary-Treasurer 


Board Proceedings 


Results of the San Francisco written examination con- 
ducted by the Board of Medical Examiners have been 
released. The records show that 142 Physicians and 
Surgeons, five Chiropodists and two Drugless Practi- 
tioners passed said examination. 

At the recent written examination in Los Angeles, 
126 applicants presented themselves for written examina- 
tion. 

Legal hearings were held on charges of infractions 
of various sections of the Business and Professions 
Code. The results of such hearings at the August meet- 
ing were as follows: 

Anderson, Pearl J., M.D. License restored to good 
standing, 8/22/44. 

Traxler, Paul S., M.D. License restored to good stand- 
ing, 8/21/44. 


Aronchik, Bernard, M.D. License revoked, 8/24/44. 

Esker, George C., Jr., M.D., placed on probation for 
5 years, from 8/23/44. 

Froyd, Melvin Frankford, M.D., placed on probation 
for 5 years, from 8/22/44. 

Gregg, Wendell Oliver, M.D., probationary period ex- 
tended for 3 years, from 2/27/45. 


News 

“The State District Court has upheld a Superior Court 
verdict ordering restoration by the State Board of Med- 
ical Examiners of the license of Dr. Thomas D. Wyatt, 
Redding physician. Dr. Wyatt’s license was revoked by 
the Board when it charged him with performing two 
illegal operations at a Redding hospital in March, 1942. 
The women involved testified in Superior Court that the 
operations were legal.” (Anderson News, August 10, 
1944.) 


“Superior Judge Dal M. Lemmon today denied a de- 
fense motion for a new trial and sentenced Dr. M. A. 
Thompson, 45, North Sacramento chiropractor, to 
serve from two to five years in San Quentin Prison on 
abortion charges. Dr. Thompson was convicted by a jury 
a week ago on two counts of abortion involving a 17- 
year-old Sacramento girl. Each count of abortion is 
punishable by two-to-five-year terms, but the court di- 
rected in this case the two sentences shall run concur- 
rently. Immediately following the passing of sentence, 
R C. Fleming, defense attorney, filed a written notice of 
appeal to the District Court of Appeal .” (Sacra- 
mento Bee, August 28, 1944.) 


“Mrs. Mattie Perkett, 45, of Farmersville, is in the 
Tulare County Jail here today following her arrest by 
Joseph Williams, investigator for the State Board of 
Medical Examiners, on a charge of violating the State 
Medical Practice Act by attending scores of mothers 
in childbirth in the Farmersville and Exeter districts 
during the last two years without having a license. Mrs. 
Perkett was employed as a cannery worker in Visalia, 

(Continued in Back Advertising Section, on Page 52) 


+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing page 6. News items are submitted by the Secretary 
of the Board. 








